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MERCODOL'’s antitussive 


MORE COMPLETE RELIEF 
FOR YOUR 
COUGHING PATIENTS 


Mercodol’s selective cough-controlling nar- 

cotic! stops the wracking cough .. . but does 

not interfere with the cough reflex your 
patients need to keep passages clear. In addi- 

tion, Mercodol provides an effective broncho- 
dilator? to relax plugged bronchioles, and an 
expectorant® to liquefy secretions. The result is 
more complete cough relief ... remarkably free 
from nausea, constipation, and cardiovascular or 
nervous stimulation. 


MERCODOL 


An exempt narcotic 
THE ANTITUSSIVE SYRUP THAT CONTROLS COUGH—KEEPS THE COUGH REFLEX 


MERCODOL with DECAPRYN 
For the cough with a specitic allergic basis 


Each 30 cc. contains: 
rrell 1. Mercodinone® 10.0 mg. 
Mer 2. Nethamine® 
1828 Hydrochloride 0.1 Gm. 
— 3. Sodium Citrate 1.2 Gm, 
New York « “INC Tl Toronto Trade-mark ‘““Decapryn” 


| | 
| 
| 
i 


Cremotres® offers you several important 
advantages in utilizing sulfonamides effec- 
tively for the treatment of pneumococcic, 
meningococcic, gonococcic, staphylococcic 
and streptococcic infections—especially in 
infants and children. 

CREMOTRES Owes its efficacy and safety to 
its three chemotherapeutic constituents: 
sulfamerazine, sulfadiazine and sulfameth- 
azine. This trio is famous for 
(1) its speed in producing high total sulfona- 

mide concentrations in the blood—thus 
ensuring prompt therapeutic effects. 

(2) the independent solubility of its members 
(and their acetylated derivatives) in tu- 
bular urine—thus reducing the risk of 
crystalluria. 

Cremortres also has the advantage of being 

a palatable fluid dosage form, readily ac- 


Cremotres solves the problem of administering sulfonamides 
ebectinely to infants and small children, 


CHEMOTHERAPEUTIC TRIO FAMOUS FOR SOLUBILITY 
AVAILABLE IN PALATABLE SUSPENSION 


especially appropriate forPediatric uses 


ceptable to small children and ‘“‘taste- 
fussy’’ adults. It is especially appropriate 
for administration to infants, since it can 
be added directly to bottle feedings. 


Dosage—Adults: 2 tablespoonfuls initially, 
followed by 2 teaspoonfuls every four hours. 

Children up to 6 months of age: 1% tea- 
spoonfuls initially, followed by % tea- 
spoonful every six hours. 

Children 6 months to 3 years of age: 
3 teaspoonfuls initially, followed by 1 tea- 
spoonful every six hours. 

Children 3 to 10 years of age: 2 table- 
spoonfuls initially, followed by 2 teaspoon- 
fuls every six hours. 

PACKAGING — CREMOTRES is supplied in 
pint Spasaver® bottles. 


Sharp & Dohme, Philadelphia 1, Pa. 


CREMOTRES. 


Triple Sulfonamide Suspension 
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4FTER Use of RIASOI 


RIASOL FOR PSORIASIS 


EVERAN 


RIASOL | 


PSORIASIS 


‘Tis a lesson you should heed, 


Try, try, try again. 
If at first you don’t succeed, 


Try, try, try again. 


When other therapies fail in psoriasis, 
try RIASOL. Perseverance with RIASOL 
succeeds in the great majority of cases. 
A clinical test with RIASOL showed 76% 
of successful results in a series of cases 
which had failed to respond to other 
methods. 

Perseverance with RIASOL is neces- 
sary to insure lasting success. The treat- 
ment should be continued until the last 
patch has been cleared away. If even a 
few small areas are left untreated, there 
is always the danger of a recurrence. 

RIASOL contains 0.45% mercury chem- 
ically combined with soaps, 0.5% phenol 
and 0.75% cresol in a washable, non- 
staining, odorless vehicle. 

Apply daily after a mild soap bath 
and thorough drying. A thin, invisible, 
economical film suffices. No bandages 
required. After one week, adjust to 
patient’s progress. 

Ethically promoted RIASOL is _ sup- 
plied in 4 and 8 fid. oz. bottles, at phar- 
macies or direct. 


MAIL COUPON TODAY—TEST RIASOL YOURSELF 


SHIELD LABORATORIES Dept. MM 11-51 


12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature Gey 
and generous clinical package of j } 
RIASGL 
Street 
Druggist Achiress 
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Straining at stool: 


always distressing... 
frequently dangerous 


...sometimes deadly 


The very states in which straining at stool can be most 
dangerous are conditions which invite constipation: 
cardiac dysfunction, hernia, pregnancy, anorectal disease 
and post-surgical states. In their presence, such almost 
unavoidable factors as inactivity, dietary restriction, 
weakness and local trauma lead to constipation due to 
bowel stasis, bulk deficiency or dyschezia. 


Fortunately, natural, comfortable bowel function can 
be achieved and maintained with Cellothyl without 
interference with other therapeutic measures or fear of 
cathartic addiction. 

The ease and frequency of bowel movements improves 
as Cellothyl reestablishes normal function by correcting 
several common and related factors: 


1. bulk deficiency ... by providing adequate bulk of 
proper consistency 


2. intestinal stasis... by encouraging peristaltic action 
through gentle mechanical stimulation 


3. dyschezia ... by assuring soft, moist, easily passed 
stools. 


Cellothyl is nontoxic, nonantigenic and nonreactive in 
the gastrointestinal tract. It causes no bloating or disten- 
tion, no frequent, urgent calls to stool. Its action is 
physiologically correct. Following the normal digestive 
gradient, Cellothyl passes through the stomach and 
small intestine in a fluid state, then thickens to a smooth 
gel in the colon, providing bulk where bulk is needed 
for soft, formed, easily passed stools. The presence of 
sufficient physiologically correct bulk helps stimulate 
intestinal motility and reestablish bowel regularity. 


Then reduce 

to maintenance 
dose (1 or 2 tablets 
t.id.) 


CHILCOTT 


® METHYLCELLULOSE 
ESPECIALLY PREPARED 
py THE WOK CA 
v TH 


CHILCOTT PROCESS os The Waltine Company 


Cellothy! taklets (0.5 Gram) in bottles of 100, 500 and 5000. MORRIS PLAINS, NEW JERSEY 
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“Despite the spectacular 
suppressive effects 
obtained by... ACTH and 
Cortisone ... the basis of 
treatment must continue to Pruce, A. M.: J. Med. Ass. Georgia 40: 101, 1951 
be the simple, readily 
available and inexpensive 
measures that will alleviate 
pain, minimize deformity 
and maintain ambulation.” 


Arthritis 


Available: SULPHOCOL Capsules for SULPHOCOL—Colloidal Sulfur Compound meets 
these requirements. By its detoxifying action it 
reduces joint swelling and thus lessens pain; further 
joint involvement is prevented or minimized. It is 

comparatively inexpensive. Moreover, it is safe. 


Oral use in bottles of 100 and 1000. Dose 


SULPHOCOL SOL fo; parenteral use Over a period of years SULPHOCOL has given 
gratifying relief to thousands of arthritis patients. 
Clinical experience is ample proof of the efficacy 
a ¥ in and safety of this form of therapy. It has stood 
every 3 to 7 days starting with 0.25 c« the test of time. 


Colloidal Sulfur Compound 


Oral and Parenteral 


in 25 cc. multiple-dose vials and boxes 


A Propuct OF THe MutrorD CoLLoip LABORATORIES 


| prt \ THE NATIONAL DRUG COMPANY, PHILADELPHIA 44, PA. 
— 4 More Than Half a Century Service to the Medical Profession 
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CHLORIDE 


METHYL BENZETHOMIUM CHLORIDE 


BACTERICIDAL WATER-MISCIBLE SAFE 


The ever-present possibility of boric acid poisoning by 
transcutaneous absorption, when the skin is broken, indi- 
cates the physician's and nurse's need of making sure to 
recommend to every mother a “diaper rash” dusting 
powder and ointment containing no boric acid. 


DIAPARENE CHLORIDE AVAILABLE AS DUSTING POWDER. OINTMENT ANDO RINSE TABLETS’ 


hp) PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, NEW YORK 10, NEW YORK 
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more effective 


. 
tinea capitis 
“More effective in ringworm 


of the scalp than any other 
topical agent.’” 


tinea pedis 
In “athlete’s foot” a 
combined cured and improved 
rate of 95°: has been obtained.' 


Also indicated in 


tinea corporis 
tinea cruris 


tinea versicolor “broad antifungal spectrum 
tinea of the nails 
...good cutaneous tolerance.” 


5% tincture... ointment .. . powder 
sprayed, applied with cotton or dusted. on Roche’ 
1. Stritzler, C.; Fishman, I. M., and Laurens, S.: 


Transactions New York Acad. Se., 13:31, Nov., 1950. 


HOFFMANN-LA ROCHE INC ROCHE PARK + NUTLEY 10+NEW JERSEY 
ASTEROL DINYOROCHLORIDE ‘ROCHE BRAND OF DIAMTHAZOLE DIMYOROCHLORIDE' 
DIM ETH YLAMINO OlETHYL AMINO BERTOTHIATOLE DRocHLOPIDEL 
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THE MAN ON THE COVER is Dr. William J. Dieckmann, 
guest editor of the Symposium on Obstetrics beginning on page 
59. Since 1942, Dr. Dieckmann has been Mary Campau Ryerson 
Professor and Chairman of the Department of Obstetrics and 
Gynecology at the University of Chicago. He is also attending 
Gynecologist at the Albert Merritt Billings Memorial Hospital 
and Chief of Service of the Chicago Lying-in Hospital. Dr. 
Dieckmann is author of the Toxemias of Pregnancy as well as 
numerous articles on obstetric and gynecologic subjects. Dr. 
Dieckmann is associate editor of the American Journal of Ob- 
stetrics and Gynecology and will again be a guest editor for 
Modern Medicine when the Symposium on Gynecology appears 
in the November 15 issue. 
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in TRICHOMONIASIS 

ALD AK provides 
SUSTAINED THERAPY FOR 
BETTER 
CONTROL 


@ The same preferred 
powder form for office 
insufflation and for sup- 
plemental home use... 
an unbroken chain to 
establish prolonged ther- 
apy under more con- 
trolled conditions. Use 
coupon below for litera- 
ture and professional 
samples. 
Reich, Button and Nechtow* 


INTRODUCTORY OFFER TO PHYSICIANS: 


*On request we will send professional samples 


of arcyrutvis (both forms), together with a 
reprint of the Reich, Button and Nechtow re- 
port. (Use coupon.) 


A. C. Barnes Company 
Dept. MM-111, New Brunswick, N. J. ARCYROL and ARGYPULVIS are registered 
trademarks, the property of 


A. C. BARNES COMPANY 
Address......... NEW BRUNSWICK, N. J. 
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LETTER 


from 


THE EDITOR 


Dear Reader: 


Those covers you admire on Modern Medicine, whether in oil, 
pen and ink, or charcoal, are all done by one man. He is Gustav W. Kroll- 
mann of pre-Anschluss Vienna, a versatile and gifted artist and one of the 
modern masters of portraiture. 

The purloined photograph shows “G.K.” in his studio, brush in hand, 
beside a canvas that is not destined to become a Modern Medicine cover. In 
his studio, Mr. Krollmann talks with wit and charm as he mixes his oils, 
exhibits his latest portrait, or shows you cartoons for a mural to decorate a 
college hall. For his artistic activities are not narrowly circumscribed, but 
fange as wide as his own active imagination. His favorite project, though, 
is the Modern Medicine cover. “Such fine, strong faces, the doctors have,’ 
he says admiringly, “such character.” 

And the character as well as the likeness is brought out in the portrait, 
making the cover not just a picture but a symbol of solid achievement. Taken 
together the cover portraits executed by Mr. Krollmann in the past three 
years are a tribute to the entire medical profession. Character wins respect 
whether in the physiognomy, the cover, or the editorial content. 


Lids C. 


EDITOR-IN-CHIEF 
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why Par-Pen is so effective 


in upper respiratory tract infections 


Par-Pen provides the potent and penetrating local antibacterial action of 
5000 units of penicillin per ce. 

Par-Pen provides the rapid and prolonged shrinkage of ‘Paredrine’ 
Hydrobromide. And, unlike many vasoconstrictors, ‘Paredrine’ does not 
break down penicillin. 

Par-Pen assures a wide margin of safety: toxic reactions from the in- 
tranasal use of penicillin are rare; there is little risk of sensitization. 

For these reasons, Par-Pen is an effectual weapon against the many 
penicillin-susceptible bacteria which almost invariably prolong and in- 


tensify colds of primarily virus origin. 


Smith, Kline & French Laboratories, Philadelphia 


the penicillin-vasoconstrictor 
al ¥ al for upper respiratory infections 


4 
| 
{ 
| 
15 


Better patient impressions 


Greater productivity 
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FOR RAPID...SAFE...PHYSIOLOGIC 
CONTROL OF FUNCTIONAL VOMITING 


> before and after anesthesia 


EMET 


PHOSPMHORATED CARBOMYORATE SOLUTION 


EMETROL is a phosphorated car- 
bohydrate solution which controls 
functional vomiting through a 
unique physiologic action. Clinical 
findings have established its 
broad therapeutic effectiveness.' 


Since EMETROL is free of anti- 
histamines, barbiturates, nar- 
cotics, or stimulants, it may be 
prescribed for patients of all age 
groups with complete safety. Its 
delicious “peppermint candy” 
taste makes every dose welcome 
to the patient. 


1. Bradiey, et al Pediat. 38 41 (Jan) 1951 


Oo L > in early pregnancy 


> in epidemic vomiting 


Before 
and after 
anesthesia 


1 or 2 teaspoonfuls 


1-3 teaspoonfuls 
15-30 minutes be- 
fore anesthesia 
and as soon as 
feasible after 
operation 


at 15-minute intervals 
until vomiting ceases 


1 or 2 table- 
spoonfuls at same 
intervals as for 
children 


1 or 2 tablespoon- 
fuls on arising, 
repeated every three 
hours or whenever 
nausea threatens 


1 or 2 table- 
spoonfuls at 
15-minute inter- 
vals until vomiting 


ceases 


LITERATURE AND SAMPLES TO PHYSICIANS ON REQUEST 


KINNEY & COMPANY, Prescription Products, COLUMBUS, INDIANA 


avaiLABLe: 
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Correspondence 


Communications from the readers of MODERN MEDICINE are 
always welcome. Address communications to The Editors of 


High-Tone Hearing Loss 
ro THE EDITORS: I should like to 
suggest a possibility in answer to the 
question regarding the association of 
syphilis and tinnitus by “M.D., Ne- 
braska” (Sept. 1, 1951, p. 40). 

I think an audiogram would prob- 
ably disclose a bilateral high-tone 
hearing loss consistent with a percep 
tive type hearing defect. This is usu- 
ally outside of the speech frequencies 
and does not affect speech hearing, 
although the individual may lose the 
ability to hear a small wrist watch 
tick. 

This high-tone loss is found on oc- 
casion in individuals with positive 
scrology in whom there are no othe 
evidences of luetic involvement, and 
may also be found in cerebrospinal 
lues. I believe that when audiometric 
surveys are made of more luetic pa- 
ticnts, the finding will be found 
more frequently. Tinnitus is not un 
common in a perceptive type of hear- 
ing loss. There is no specific treat 
ment. 

EUGENE S$. HOPP, M.D. 
San Francisco 


Bulletin Board for Cartoons 

10 THE EDITORS: My husband and 
I both find Modern Medicine very 
helpful, and frequent chuckles from 
the waiting room, where many of 
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Mopern Mepicine, 84 South roth St., Minneapolis 3, Minn. 


the cartoons are posted on our bulle- 
tin. board, attest the popularity of 
the portions suitable for lay reading. 

ETHEL H. TRYGSTAD, M.D. 
Naples, Fla. 


Treatment of Spermatocele 

TO THE The following 
method of treating spermatocele by 
aspiration and injection has been in 
use here as an office procedure with 
satisfactory results: 

After anesthetizing the skin with 
a local anesthetic, the fluid is as- 
pirated through a small cannula. As 
piration is followed by injection of 
1 to 3 cc. of liquid phenol through 
the cannula, the quantity of phenol 
being dependent on the amount of 
fluid aspirated from the sac. After 
the phenol is injected, the cannula 
remains in place while blood is ob- 
tained from a vein of the patient, 
these few minutes being allowed for 
an inflammatory process to develop 
as a reaction to the undiluted phenol. 
The blood is immediately injected 
into the sac, the quantity of blood 
being equal to fluid aspirated. 

Application of this method has 
been limited, but there have been 
no ill effects and no recurrences. 
The first patient was treated more 
than two years ago. 

J. SHERIDAN BELL, M.D. 

New York City 
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ONE tablespoonful T-I-D 


can in many cases change your patient 
Srom negative to positive nitrogen balance 


Stuart Amino 


(SOLUBLE. BEAD FORM) 


CONTAINS ALL THE AMINO ACIDS AN 
ONLY AMINO ACIDS IN CORRECT RATIO TC 
MAINTAIN NITROGEN BALANCE 


Bland taste and complete solu- 


Patients are more cooperative 
TOTAL 


in taking The Stuart Amino 
Acids in either maintenance or 
massive dosage and for the 


length of time you prescribe. 
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THE STUART 
HEMATINIC 


Stuart 
ret 


° 
Saco 


AVAILABLE 
AT ALL 
PHARMACIES 
BOTTLES OF 100 
CAPSULE-SHAPED 
TABLETS 


(for greater iron tolerance and utili- 


zation). x Therapeutic amounts of B 
complex and C * Desiccated Liver 


(for natural B complex) * Copper *« 
Tablet form to release iron at de- 
sirable rate in stomach for better 
tolerance. * Low cost to patients 


6 TABLETS— Average Daily Dose—CONTAINS: 


FERROUS GLUCONATE 18 grains 
COPPER SULPHATE. . 15 mg 
B COMPLEX 


Desiccated Liver ¥) grains 
(Natural B Complex) 


Thiamin Chlonde . 20mg. 
Riboflavin 10mg 
Niacin Amide 150 mg. 
Calcium Pantothenate 10 mg 
Pyndoxin Hydrochloride  3mg. 
Folic Acid 45mg 
USP Crystalline / 
“/50% B,, Concentrate \ 
VITAMIN C 


(ascorbic acid) . . 190 mg 


12 meg. 


EDITOR’S NOTE 

To allow sufficient: space in 
issue for the Symposium on Obstet- 
rics, some of the regular features 
and departments, including Dr. Al- 
varez’ editorial, Short Reports, 
Books, etc., have had to be omitted. 
The omission is only temporary. 


Radium vs. Surgery 


TO THE EDITORS: | was very much 
surprised to see in Modern Medicine 
(Aug. 15, 1951, p. 53) the chapter 
entitled “Treatment of Cancer of 
the Lips” from the book Tumors 
of the Head and Neck by Drs. Grant 
E. Ward and James W. Hendrick. 

I have treated hundreds of can- 
cers of the lip with radium, and I 
read most of the literature on cancer 
that comes out. I have seldom found 
a more biased article. 

I cannot understand why any per- 
son would advocate the surgical treat- 
ment of early cancer of the lip, with 
its mutilation of the patient's face, 
when radium or x-rays properly ap- 
plied will destroy the tumor and 
leave no scar whatsoever, unless the 
cancer has already destroyed the epi- 
dermis. 

All honest oncologists will main- 
tain that in cancer as a whole, sur- 
gery is the most useful single form 
of treatment. There are many sites 
in which either surgery or irradiation 
will cure cancer, of which the lip 
is one. In this site the clinician 
should employ the method that first 
of all will give the patient the great- 
est possibility of cure; secondly, he 
should consider the modality that 
will permit the patient to live a 
normal life. On both counts in 
early cancer of the lip, radium and, 
secondly, x-ray far outstrip surgery. 

J. ERNEST BREED, M.D. 
Chicago 
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‘pressure readings 


4 years of scientific experience and 
now-how are packed into your Tycos 


Aneroid. Many have given over a 
quarter-century of dependable service 


a 
1 
2 


3 
4 
5. 


nd are still going strong. 


. Guaranteed to remain accurate... 
misused! 

. 10-year guarantee ... Manometer read- 
justed free of charge — even if you drop it! 
(Cost of broken parts extra.) 

. Time-saving ... Zip open case ... Circle 
Cuff on arm ... Hook ... and it’s on! 
Pocket-size ...Weighs only 19 ounces... 
Easily fits coat pocket. 

. Greater protection during use ... Gage se- 
curely attached to Cuff minimizes accident- 
al dropping. 


unless 


6. Easier to use... Hook Cuff fits any size or 
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with Tycos Hook 
Cuff in zipper case. 


Taylor Instrument 


shape adult arm. Can't balloon at edges. 
Roomy zipper case .. . Easily holds the 
completely ready-to-use instrument. No 
fussy packing! 
. Full range dial... Reads to 300mm. 
*Registered Trade-Mark 


Only $42.50 


accuracy Fiast 
SINCE 185) 


Companies 


Rochester, N.Y. 
Toronto, Canada 


TAYLOR INSTRUMENTS 
MEAN ACCURACY FIRST 


| / | y 
| 
tHe 
| j | 
| j 
| | 
4 
| | 
i 
| — 
| i 
| | 
| 
| | 
| 
21 


¥ 


or Daytime Sedation 
in the Aged 


Lrging the “selection of specific barbiturates for specific purposes,” 
writes of his results with Butabarbital Sodium (Butisol 


eee 


icon of the patients receiving prolonged sedation were 65 years 
sce or older. The results of 15 mg. doses in these patients were 
rkably good. The patients were suffering from such condi- 
peptic ulcer, coronary occlusion, hyperthyroidism, con- 
heart failure and hypertension... 
\nxiety states in the older age groups appeared to respond 
lI to small doses of the sedative.” 


The action of Butisol Sodium is “intermediate between the fast- 
acting derivative, pentobarbital, and the longer-acting barbital 
and nobarbital.’”” 


Butisol is “destroyed fairly rapidly in the body.’* With 
proper regulation of dosage there is no cumulative action and a 


minimum of lethargy and “hang-over.” 


1. Dripps, R. D.; Selective Utilization of Barbi- 


DOSAGE FORMS: 
turates, J.A.M.A. 139; 148-150 Uan. 15) 
Elixir But sodium, 0.2 Gm. (3 gr.) 1949. 
: F 2. New & Nonofficial Remedies, Council on 
me. (% er), lavender Pharmacy and Chemistry, A.M.A. J. 
ublet Mw) mg ‘9 er), green Lippincott, 1949 pp 456 457 
ablet (4@ Orange 
ablets.0.1 Gm. (14% gr), pink 
lavender 
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McNEIL LABORATORIES, INC., PHILADELPHIA 32, PENNSYLVANIA 


( | 
SODIUM, McNEIL 


BUTISOL® 
SODIUM 
McNEIL 


Its bright, green color and refreshing flavor 
appeal to all; excellent prescription vehicle. 
Clinical samples on request. 
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Photographs above show eczema of 7 years’ duration and after 5 months’ 
treatment with Mazon. 


The First Consideration in the 
Treatment of Eczema 


Local and Symptomatic Therapy 


Because of its diverse manifestations and the multiple 
. etiologic factors including sensitization, local 
treatment of eczema is necessary in all cases—and 

in many instances is all that is required. Mazon, 

a thoroughly acceptable combination of mercury 
salicylate, sodium stearate, benzoic acid, 

salicylic acid and tars, is a non-staining, non- 

greasy preparation clinically efficacious in treating 
stubborn eczematous lesions when systemic or 
metabolic involvement is not demonstrable. 


BELMONT LABORATORIES, Philadelphia, Pa. 


MAZON 
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FOR LONG-RANGE THERAPY 


Only Whole-Powdered Veratrum Viride 
Con Give This Advantage 


Veratrum Viride Purified 
Alkaloid Preparation 


Each VERATRITE Fable 
Veratrum Virid 
Sodium Nitrite 


Phenobarbital 


A PROLONGED EFFECT 


For routine therapy in essential hypertension, Vera- 
trite presents a prolonged hypotensive action with the 
greater margin of safety characteristic of standardized 
whole-powdered veratrum viride (Irwin-Neisler). A re- 
pository-like effect is produced in the intestinal tract, 
slowing the release of the active alkaloids and pro- 
longing the hypotensive action. This cushioned effect 
is obtained only with the whole-powdered drug. 


Veratrite produces a calm, gradual fall in blood pres- 
sure without disrupting circulatory equilibrium. Sub- 
jectively, the patient's well-being is restored by 
relieving headache, dizziness and easy fatigue. Vera- 
trite has the particular advantage of economy of 
therapy and simplified dosage. Side-effects are 
minimal. 

Supplied: Bottles of 100, 500, 1000 at prescription 
pharmacies everywhere. 


Veratrite 


in Mild ond Moderate (Grades | ond I!) Hypertension 


IRWIN, NEISLER & COMPANY «+ DECATUR, ILLINOIS 


Kesearch le Sewe Your Practice 


| 
Gow sits 
% grein 
Beginning Dose: 2 tabules BEE, ples | 
meals. | 
*Whole-powdered veratrum ‘ | 
logically Standardized fer 
the Craw Daphnia Magne Assay. 
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HEMORRHAGE IS UNPREDICTABLE... 


Authorities recognize that a simple trickle may continue indefinitely, and 
prove as baffling as a furious fountain of blood which suddenly stops 


KOAGAMIN'S action is normally predictable because of its direct action 
onthe blood. KOAGAMIN acts fast —in minutes —unlike vitamin K, use- 
ful only in cases of prolonged prothrombin time. In such cases, vitamin — 
K may be used with KOAGAMIN to effect faster control. 


KOAGAMIN 


(An aqueous solution of oxalic and malonic acids for parenteral use. ) 
In 10 cc. diaphragm-stoppered vials. 
— Comprehensive dosage Chart and literature on request | 


THERAPEUTICALLY effective in many hemorrhagic conditions 
PREOPERATIVELY minimizes oozing, assures a clearer field for surgery 
POSTOPERATIVELY aids control of secondary bleeding quickly. sately 


Avotloble Through Your Physician s Supply House or Phormacist” 
CHATHAM PHARMACEUTICALS, INC. NEWARK 2, NEW JERSEY, U.S.A. 


De Lee Greenhill, Principles and Practices of | 
p 803.W B Saunders: 
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In 28 Cases of 


HERPES ZOSTER 


at Bethesda Naval 
Hospital* 


William C. Marsh, Commander (MC) 
U.S.N., in a currently published paper', 
“Treatment of Herpes Zoster with Prota- 
mide,’’ now available to physicians as a 
reprint, presents these findings: 

“Thirty-one cases of herpes zoster were 
treated with Protamide. Good to excel- 
lent results were obtained in twenty- 
eight. In those failing to respond other 
factors besides age of patient may have 
been involved. 

“No controls were in our study as thous- 
ands of intramuscular injections of other 
drugs given to patients with herpes zoster 
in the past, with no appreciable benefit, 
would adequately serve as a control. 

“Pain, not merely the discomfort or itch- 
ing, was the indication for treatment. 
Protamide (1.3 cc, the contents of one 
ampul) was given daily intramuscularly. 


No other local or wiaaties medications 
were given. 

“The relief of painswas superior to that 
obtained when vusing either pituitrin, 
thiamine  chlori autohemotherapy, 
sodium iodide, o high voltage Roent 
gen therapy. 

“The advantages Protamide are thi 
simplicity and absence of pain in admins 
istration, lack of rgactions, and ———— 
safety. 

“Costello? found that Protamide was effece 
tive in the relief'of the posterior 
pain of tabes dorsdlis.” 


* U.S. Naval Hospital, 
Naval Medical Center « 
da, Maryland. 

1. U.S. Armed sem Med 
Journal, September, €950. 
2. Costello, R. T. New ‘treat- 
ment for “lightning pins 

of tabes dorsalis, Uro! end 

Cutan. Rev. 51: 260-253, 
May, 1947. 


DOCTOR: Your prescription blank 


marked ‘‘Protamide”’ 


PAIN." 


will bring 
you a compilation of papers to- 
gether with folder—"FOR 
PROMPT RELIEF OF POS- 
TERIOR NERVE ROOT 
Send for them today. 


PROTAMIDE 
| 


Questions & Answers 


tll questions received will be answered by letter directed to the pett- 
tioner; questions chosen for publication will appear with the physt- 
cian's name deleted, Address all inquinies to the Editorial Department, 
Mopern Mepicine, 84 South Tenth Street, Minneapolis 3, Minnesota. 


QUESTION: What is the significance 
of the pale urine of a diabetic patient 
assuming a normal amber color after 
several hours of fairly heavy physical 
labor? 

M.D., California 
ANSWER: By Consultant in Inter- 
nal Medicine. Vhere is no clinical 
significance in the 
under 


or pathologic 


change of the urine color 
such circumstances. 

Color of the urine with 
the normal urinary constituent, uro- 


Phe exact chemical constitu- 


Varies 


chrome 


“Loan't tell you exactly what your trouble ts, 
hutat resembles a case nan article that I 
meant to read,” 


tion and nature of urochrome and 
its precursor are unknown. The out- 
put is independent of diet but bears 
a relation to the basal metabolism. 
In fevers or hyperthyroidism or 
with elevation of the metabolic rate 
by, for example, the injection of 
adrenalin, the urochrome output in- 
creases. Tissue breakdown, starvation, 
or the administration of acids also 
increases the amount. 

Heavy physical labor may speed up 
the metabolic processes, increase tis- 


Life's Weary 
Moments 


Think of a gag 
that fits the illustra- 
tion. For every issue 
a new gag is publish- 
ed and the author is 
sent $5. The Nov. 1 
winner is 

J]. C. Keely, M.D. 

Owensboro, Ky. 
Mail your caption to 
The Cartoon Editor 

Caption Contest 

No. 1 

MoprerRn MEDICINE 
84 South roth St. 
Minneapolis 3, Minn. 
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vascular 
spasm... 


is the common 
denominator 


Lusyn’ 


provides a logical approach 


& IN PEPTIC ULCER—To speed healing and recovery, it is logical to relieve 


vascular spasm, restore normal circulation to the gastric mucosa and to reduce 
gastric hypermotility. By selective action on the vagus, Lusyn provides smooth 
and dependable spasmolytic action without the side effects so often seen with 
atropine and belladonna. The buffering and adsorbing action of Lusyn combar 
the acid-pepsin factor. 


IN PYLOROSPASM~—usually associated with peptic ulcer—the — 
action of Lusyn overcomes the tendency for retention of highly-acid gactre 
contents. 


IN SPASTIC COLON—Lusyn has an inhibitory effect on the parasympathetic 
system...gives symptomatic relief from cramps and spasm and allays com- 
monly associated psychosomatic influences. 


Dosage: Usually, 1 or 2 Lusyn tablets before meals. Because of its wide safety 
margin, Lusyn dosage may and should be increased in the more obstinate case@s. 


antispasmodic...sedative...antacid adsorbent 


Maltbie Laboratories, Inc., 


Newark 1, New Jersey 
) 


| peptic ulcer 


SUBLINGUAL 
ANALGESIC 


% Absorbed from oral mucosa 
% Directly into blood stream 


Enthusiastic clinical reports show: 
(1) Faster, (2) Longer relief from 
Pain with new, unique Theryl Sub- 
lingual Analgesic.’ 


Taken Without Water 
May Often Supplant Narcotics © 


One or two tablets are placed in 
the mouth without water. In less than 
one minute, the analgesic agent is 
present in the blood. Here are a few 
typical reports: 
INDICATION 
OR SURGERY 
Post-Appendectomy 
Post-Hemorrhoidectomy 
Post-Tonsillectomy 
Simple Headache. 
Menstrual Pain 


TIME REQUIRED 

for ANALGESIA 

3 minutes 

3 minutes 
minutes 

14—-3 minutes 

5 minutes 


Many other dramatic 
cases reported 


Hoffman, Murray M Hil 
Dent Ji 19:430-445 (Oet., 


luow 


McNealy, Raymond W., 
Med, Ji, 97:150 (Mar. 1950) 


FRE 
CHURCH CHEMICAL CO. 


75-M E. Wacker Drive, Chicago 1, lil. 


Send for Sample 
and Literature. 


sue breakdown, and, as a_ result, 
deepen the urine color from pale to 
amber, 


QUESTION : A borderline diabetic pa- 
tient has xanthomas which seem to 
form on any surface subject to pressure. 
Diet, insulin, and local treatment have 
not been successful. What is the treat- 
ment of choice? 


M.D., California 
ANSWER: By Consultant in Derma- 
tology. Generally, the xanthomas of 
diabetes disappear when the systemic 
disease has been brought under con- 
trol and the blood lipids have re- 
turned to normal. Local treatment is 
not required. 
In this case, chemical studies should 
be made to determine the level of 
cholesterol, the total number of 


blood lipids, and whether the dia 
betes is completely controlled. 


QUESTION: Is it possible for a pa- 
tient with a fractured pelvis to develop 
prostatitis from the position in which 
he is kept while in the hospital? 

M.D., California 


ANSWER: By Consultant in Urol 
ogy. Position probably has nothing 
to do with development of prostatitis. 
However, use of an inlying catheter 
is often necessary after fractured 
pelvis, and the prostate is apt to be 
directly injured by the force 
which fractured the pelvis. “These 
combined factors are very likely to 
initiate prostatitis, 


NEW 
CONTROL 
PAIN | 
| 


To encourage normal healing 


ulcers 


burns 


Ointment 
and 
Solution 


beamed ot watet soluble 


for instance, 


Pe pulonidal cysl wounds 


Routine postoperative use of CHLoresium O1nTMENT and Soution (Plain) 
goes far towards overcoming the problem of the slow healing pilonidal lesion. 


In a series of 19 pilonidal cases! treated with CHLoresiuM, 17 “healed 
better and more rapidly than by other methods previously employed.” 
In another study of over 100 cases,? CHLORESIUM produced “... prompt, 
clean healing with firm granulation. Further, the chlorophyll ointment 
immediately eliminates the foul odor often encountered in pilonidal 
wounds and in this respect it is a boon to patient and physician alike. 


Curorssium Ointment and Sotution (Plain) 

_ contain water-soluble derivatives of chlorophyll “a” — 

A Avpssrance of wound 12 as standardized in N.N.R. These derivatives, highly — 
concentrated and purified, provide the optimum — 


of pilonidal sinus, prior to > 
CHLORESIUM therapy. Am 2 = therapeutic benefits obtainable from chlorophyll. 


Curoresium OINTMENT — L-ounce and 
4-ounce tubes 
CHLORESIUM SOLUTION (Plain) — 2-ounce and 
8-ounce bottles 
1. Bowers, W. F.: Chlorophy!! in Wound Healing and 
B Same wound 17 days later. Suppurative Disease, Am. J. Surg. 73:37, 1947. 


Complete healing was ob- 2. Niemiro, B. J.: Delayed Healing in Pilonidal Cyst Wounds, 
tained after 8 days of Journal Lancet, Sept. 1951. 
CHLORESIUM therapy. 


RYSTAN COMPANY, INC. Mount Vernon, New York 
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Relieve the Tension 
the Spirit 


Lower the Blood Pressure 
... Ease the Symptoms 


TRADEMARK 


ELIXIR ORGANIDIN® and PHENOBARBITAL 


As Goldring points out*, ‘‘While relief of subjective 
symptoms may completely rehabilitate a hyper- 
tensive patient, mere lowering of the blood pressure 
level without relief of symptoms serves no such 
purpose. This is not to imply that lowered blood 
pressure is necessarily without some benefit, but 
rather that it must not be considered the prime objec- 


tive of a plan of symptomatic management.” 
*Am. J. Med., 4:875, 1948. 


Marked Symptomatic Relief 


A recent study by Slaughter, Grover, and Hawkins** 
indicates that ORGAPHEN, Wampole’s unique elixir 
of organically bound iodine and phenobarbital, has a 
particularly salutary effect on symptoms associated 
with hypertension and exerts a distinct hypotensive 
action as well. Toxic effects are negligible. The 
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authors note that maximal results ape 
pear to be obtained after about two 
months’ continuous use of ORGAPHEN, 
and they add that, “it has been ex- 
tremely difficult to withdraw any of 
these patients because they obtained 
such excellent relief from the prep- 
aration.” 

“agent to American Therapeutic Society, Boston, 


Less Phenobarbital Necessary 
ORGAPHEN includesonly 12 mg. (grain) 
of phenobarbital in each 4-cc. teaspoon- 
ful while the standard elixir of pheno- 
barbital contains !4 grain. Yet, “One of 
the most striking observations noted 
was a definite clinical synergism of the 
phenobarbital sedation” by the or- 
ganically bound iodine, apparently 
“equivalent in effect to about twice 
(24 mg.) the amount of phenobarbital 
alone.’’ Thus adequate sedation with 
ORGAPHEN is obtained with relatively 
little phenobarbital. 


For the Person Edge” ORGANIDINY 
For your next hypertensive patient 
(and in hyperthyroidism, arterioscle- 
rosis and endocrine imbalance as well) 
prescribe ORGAPHEN, and observe its 
low effective dose and excellent effect 
on symptoms. ORGAPHEN is supplied in 


pint bottles. 


Samples and literature on request 


HENRY K. WAMPOLE & CO. 


INCORPORATED 
Manufacturing Pharmacists Since 1872 


PHILADELPHIA 23, PA. 
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VITAMIN ACETATE 


TABLETS 
AT A POTENCY OF 25,000 U. S. P. XIV UNITS OF 


VITAMIN A PER TABLET PROVIDE THE FOLLOWING 
ADVANTAGES: 


. Ease of administration of a sugar- 


coated tablet over gelatin capsules 


. Entirely free from fishy odor and 
taste 


. Freedom from sensitivity reactions 
of fish oil 


. Greater absorption* 


AVAILABLE—Bottles of 100 and 500 


LITERATURE AVAILABLE ON REQUEST 
*(Including copy of scientific article evaluation NION VITAMIN A ACETATE tablets.) 


NION CORPORATION 


Pharmaceutical Manufacturers 
1001 No. McCadden Place Los Angeles 38, Calif. 
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new, non-barbiturate hypnotic 
for safe, sound sleep 
without drug hangover 


free from habit-forming properties 
of the barbiturates 


safe 

free from habit-forming or addiction properties 

of barbiturates; rapidly metabolized; no cumulative action; 
no toxic effects on prolonged use 


acts gently and quickly in insomnia 


mild hypnotic action quickly induces restful sleep 


no prolonged suppressive effect 


action subsides after a few hours; patient continues to sleep naturally 


no drug hangover 
patient awakens refreshed with no “drugged” feeling 


* DORMISON is a substance new to pharmacology, completely different from 
barbiturates and other hypnotics. It contains only carbon, hydrogen and oxygen. 
* It has no nitrogen, bromine, urea residues, sulfone groups or chemical 
configurations present in depressant drugs now in use. 

The usual dose of Dormison (methylparafynol*) 

is one or two capsules, taken just before the patient is 
ready for sleep. Dormison’s wide margin of safety 
allows liberal adjustment of dosage until the 

desired effect is obtained. Dormison is supplied as 

250 mg. soft gelatin capsules in bottles of 100. 


BLOOMPFIELD,N. J. 


Q 
‘A 


*T.M. TU.S. Pat. Pending 
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PROBLEM: A patient with a head 
injury had ceased breathing, but his 
heart was beating as the doctor ap- 
peared. The doctor called for a hos- 
pital pulmotor. Two were brought suc- 
cessively but failed to work. The 
third was used only a minute or two 
before death occurred. The doctor ad- 
mitted that he did not know how to 
Manipulate the pulmotor. Could he be 
adjudged negligent in that respect, 
@here being no evidence to show that, 
@s a matter of standard practice, he 
Should have known how to manipulate 
the machine? 


COURT'S ANSWER: No. 


the California Supreme Court 
that the pulmotor belonged 
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Think of a gag that 
fits the illustration. 
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Forensic Medicine 


H. STREET, LL.B. 


Prepared especially for Modern Medicine 


to the hospital and that it was an 
intern’s duty to know how to use it, 
not the doctor's. The hospital was 
exonerated from liability for lack of 
proof that the patient's death could 
be traced to any negligence in keep- 
ing the machine in working order. 
On similar ground, the hospital was 
declared not to be liable because an 
intern had assured the patient's repre- 
sentative on his arrival at the hos- 
pital that the doctor would attend 
to the patient, knowing that it would 
be eight or nine hours before the 
doctor could do so (234 Pac. 2d 34). 


(Continued on page 41) 


“IL never could get to the office on time either, 
until I got a pretty receptionist.” 
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Oral penicillin in convenient t.i.d. 
dosage is easy to take, does not 


interfere with meals or interrupt 


patient’s sleep, saves time for 


physician and nursing staff. On 
Keefer’s* dosage schedule of 200,000 
units, or its mulitiples, t.1.d., oral 
penicillin therapy is /ess than % 


the cost of the newer antibiotics. 


*Keefer, C. S., Postgrad. Med. 9:101, Feb. 1951 


Pentids 


Squibb 200,000 Unit Penicillin Tablets 


— the new 200,000 unit penicillin tablets 
formulated for convenient t.i.d. dosage 
Bottles of 12 and 100 


4LSO AVAILABLE ... 


Penfonylin 


Squibb 200,000 Unit Penicillin wi 
Meth-Dia-Mer Sulfonamide Tablets 


SEE FOLLOWING PAGE .. 


Bottle of 30 


SQUIBB 


4 
| 
H 
— the new penicillin-sulfonamide combina- 
tion formulated for convenient q-i.d. dosage 
‘PENTIDS’ AND "PENFONYLIN’ ARE TRADEMARKS OF E.R. SQUIBB & SONS 


Choice for Aqueous Procaime 


Penicillin Therapy... 


Crysticillin 


Squibb 300,000 Units 
Procaine Penicillin G for 
Aqueous Injection. 
300,000 unit vials with 
or without diluent; 
1.500.000 and 

3,000,000 unit vials 


SEE PRECEDING PAGE 


SQUIBB 


Crysticillin 
Suspension 


Squibb 300,000 Units 
Procaine Penicillin G in 
Aqueous Suspension. 
300.000, 1,500,000 and 
3.000.000 unit vials 


Crysticillin 
Suspension 
Unimatic 


Squibb 300,000 Units 
Procaine Penicillin G 
in Aqueous Suspension 
in the New Sterile 
Unimatic Disposable 
Unit— Ready to use, easy 
to Inject. Supplied with 
sterile plastic syringe 
and 20-gauge needle. 
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Crysticillin 
Fortified 


Squibb 300,000 Units 
Procaine Penicillin G 
and 100,000 Units 
Buffered Crystalline 
Potassium Penicillin G 
for Aqueous Injection. 
400,000 unit vials 

with or without diluent; 
2.000.000 and 

4,000,000 unit vials 


Penicillin is the antibiotic of choice against 
organisms causing the more common infections. 


Crysticillin 
Fortified 
Duomatic 


Squibb 300.000 Units Procaine 
Penicillin G in Aqueous Suspension 
plus 100,000 Units Buffered Crystalline 
Potassium Penicillin G in a Sterile 
Two-Compartment Disposable Unit 

— Ready to Use, Easy to Operate, 

Easy to Inject. Supplied with 


sterile plastic syringe and 


20-gauge needle, package of 5 


HEMOLYTIC 
STREPTOCOCCUS 


MENINGOCOCCUS 


A 


GONOCOCEUS 


8. ANTHRACIS 


STAPH YLOCOECUS 


PNEUMOCOCCUS 


C. DIPHTHERIAE 
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New Dual Antibrotic Mixture 
for Mixed Infections 


* Contaminated wounds * Prophy- 
jaxis before and after surgery in a 
contaminated site * Chronic infections 
of the lungs and bronchi * Mixed in- 
fections of the urinary tract * Selected 
cases of septicemia and subacute bac- 
terial endocarditis * Peritonitis * 
Mediastinitis * Brain abscess 


Dicrysticin 


Squibb 300,000 Units Procaine Penicillin C 

plus 100,000 Units Buffered Crystalline 

Potassium Penicillin G 

plus 0.5 Gm. Dihydrostreptomycin Sulfate 

for Aqueous Injection 

In l-dose vials (400,000 units penicillin and 
0.5 Gm. dihydrostreptomycin) to be diluted 
with 1.5 ce. Water for Injection; 5-dose vials 
(2,000,000 units penicillin and 2.5 Gm. di- 
hydrostreptomycin) to be diluted with 6.8 
cc. Water for Injection 


. See preceding page 


CLIP AND MAIL THIS COUPON 


New York 22, N.Y 


New Squibb Penicillin New “Squibb Antibacterial 


Handbook h x 
ontains late or Shows relative effectiveness SQUIBB 
n penicill herapy based of the various antibacterial ~ . 


: \ LEADER IN ANTIBIOTIC 
id i yw aes use, 
RESEARCH AND MANUFACTURE 
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| 
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| 
d sate: 1959 
nad in: your envelope to | 
E. R. Squibb & S 745 Fifth 
antibiotic field 
M.D 
City State - RYSTICIN’ (S A TRADEMARK OF E.R. SQUIBB & SL.+ 
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PROBLEM: Officers who arrested a 
motorist took him before a doctor for 
examination as to intoxication. Were 
the motorist’s rights violated by refusal 
of the officers to defer the examina- 
tion until his own doctor could be 
summoned from about 25 miles away? 


COURT'S ANSWER: No. 


In this case, decided by the Penn- 
svivania Superior Court, there was 
evidence strongly supporting the ex- 
amining doctor’s finding that the 
motorist was under the influence of 
liquor. The court noted that had 
the examination been deferred forty 
or fifty minutes, to permit arrival 
of accused’s doctor, accused’s condi- 
tion then would not have reflected 
his condition when arrested (82 Atl. 
2d 587). 


PROBLEM: About two months after 
a nurse had used a hypodermic needle 
on a woman’s arm, the woman consult- 
ed her doctor because she believed 
that part of the needle had been left 
in her arm. Allegedly, he disregarded 
her request to have her arm x-rayed 
and, using local anesthesia, he cut into 
and removed part of the tissue that 
had been hardened by numerous hypo- 
dermic injections. He did not find the 
piece of needle nearby until, at the 
patient’s insistence a few months later, 
he made roentgenograms of the area. 
Medical expert testimony was to the 
effect that, because of proximity to the 
surface of the area to be explored, 
the probing adopted by defendant was 
a “proper” method, although 3 disin- 
terested experts stated that a roentgen 
examination would have been a “bet- 
ter” method. Was plaintiff entitled to 
collect damages? 


COURT’S ANSWER: No. 


The Tennessee Supreme Court 
said that unanimity of the expert 
testimony that defendant had follow- 
ed a “proper” course, advocated by 
many local doctors of good standing, 
was conclusive in his favor, despite 


Levo- Alkaloids of Belladonna 
For Selective 
Spasmolytic Action 


The practical value of an antispasmodic 
depends upon the degree of a desirable 
spasmolytic effect, convenience of admini- 
stration and patient acceptance. 

Degree of spasmolytic effect of bella- 
donna alkaloids rests upon the intensity of 
parasympathetic inhibition. Pure levorota- + 
tory belladonna alkaloids (Bellafoline) are 
more potent and selective than belladonna © 
alkaloid mixtures in producing this spas- 
molytic effect, at the same time minimizing 
the undesirable cerebrospinal effects. 


Studies by Kramer and Ingelfinger, (M. Clin. 7 
North Amer., Boston No.: 1227, (1948) demon- 
strate the highly efficient action of Bellafoline. By 
balloon-kymograph studies on the human intestine — 
they found that most commonly used antispas- 
modics are less effective than atropine (standard 
dose: 1/100 gr.). Bellafoline was the outstanding 
exception. It surpassed atropine in both degree and 
duration of action. ie 


The antispasmodic effect of Bellafoline — 
is augmented by a small dose of pheno- : 
barbital thereby reducing underlying excit- 
ability and tension. 


Such an association of Bellafoline and i 
phenobarbital is now avarlable in the form — 
of Elixir Belladenal. 


Thus Elixir Belladenal fulfills the re-— 
quirements for practicality by reason of: i 
high efficacy, patient acceptance, conven- | 
ience of dosage regulation. It is especially” 
serviceable in pediatrics and in those adults” 
where the use of tablets is impractical. The 
teaspoonful dose contains Bellafoline 
(levorotatory alkaloids of belladonna leaf)” 
0.0625 mg. and Phenobarbital 12.5 mg. 
The indications are those of Belladenal 
Tablets, e.g. Peptic ulcer, Pseudo-ulcer, 
Spastic colon, other hypermotility-hyper- 
secretion states of the gastrointestinal- 
biliary tracts and genito-urinary spasm. 
Professional Samples and Literature avail- 
able upon request. 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, WN. ¥. 
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Grooms hair so Neatly 
yet hair looks So 


atural 


Never 
Plastered Down 
No Obvious 
Odor 


Krem] is the hair 
tonic preferred 
among top business 
and professional men 
because it grooms 
hair perfectly yet 
never leaves hair 
obviously plastered 
down with greasy 
dressings. Nothing 
can compare with 
Krem!] for 
distinguished, 
natural-looking 
hair grooming! 


PREFERRED AMONG MEN AT THE TOP 
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the view of 2 of the experts that it 
would have been “better” practice 
to have used x-rays (241 S.W. ed 
408). 

The court noted that the operation 
was a minor one and that the case 
was distinguishable from an earlier 
case in which a doctor was held to 
be liable for operating for a tumor 
despite his own “apprehension” that 
the patient was pregnant; the opera- 
tion was not immediately necessary 
and was “fraught with danger” (16 
S.W. 2d 20). 


PROBLEM: In a suit to cancel a 
transfer of corporate stock on the 
ground that plaintiff was not mentally 
competent to transact such business, 
was a psychiatrist qualified to testify 
to plaintiff's mental condition when 
the opinion rested wholly or partly 
on the plaintiff’s history, as related 
by him to the doctor in preparing the 
latter as a witness? 


COURT'S ANSWER: No. 


So decided the Nevada Supreme 
Court (232 Pac. 2d 1008). 


PROBLEM: Action was _ brought 
against a doctor for alleged neglect 
in diagnosing and in treating a head 
injury without operation—the patient 
having died of pulmonary embolism. 
Did the trial judge properly refuse to 
permit a nurse to testify what a hos- 
pital intern had mentioned to her 
concerning the advisability of an opera- 
tion while the patient was being treat- 
ed? The doctor was not present when 
the intern spoke, and it was not proved 
that the doctor was informed as to 
what the intern had said or that he 
had authorized him to speak on his 
behalf. 


COURT'S ANSWER: No. 


So decided the California Supreme 
Court (234 Pac. ed 34). 
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of vitamins b and c 


Depletion of the critical water-soluble 
B complex and C vitamins occurs so 
commonly in the presence of physical 
pathology, as to make a presumption of 
nutritive impairment? almost axiomatic. 
Essentia! to normal cell metabolism and wound 
healing, these poorly-stored, readily-diffusible factors 
must be replenished — usually by massive dosage 
— if tissue rehabilitation’ and return to health* are 
to be expedited. * Allbee with C ‘Robins’ provides this all-important 
“saturation dosage” in convenient capsule form. It incorporates 
the important B factors in 2 to 15 times daily requirements, plus 
250 mg. of vitamin C — the highest strength of ascorbic acid 
available today in a multi-vitamin capsule. * Its prescription 
represents a sound contribution toward decisive recovery from 
disease, or toward pre- and post-operative nutritional support.’ 


A. H. ROBINS CO., INC. - RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


FORMULA: Each Allbee with C capsule contains: 
Thiamine hydrochloride 15 mg. 
Riboflavin: (Bz) 10 mg. 


50 
Calcium pantothenate 10 mg. 
Ascorbic acid (C) 250 mg. 
REFERENCES: 1. Coller, F. A. and DeWeese, M. S.: Preoperative and 
Postoperative Care, J.A.M.A., 141:641, 1949. 2. Jolliffe, N. and Smith, J. J.: 
Med. Clin. North America, 27:567, 1943. 3. Kruse, H. D.: Proc. Conf. 
Convalescent Care, New York Acad. Med., 1940. 
4. Spies, T. D.: Med. Clin. North America, 27:273, 1943, 
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usher in respiratory infections 


For adjuvant cough con | [ al F ; 


physicians have an effective therapeutic agent in 


This palatable cough syrup for children and adults 
contains: Aminophyllin (Searle) to provide bronchial 
relaxation, diphenhydramine (Searle) for its antial- 
lergic properties, potassium iodide to promote expec- 
toration and chloroform as an antispasmodic anodyne. 


research in the service of medicine 


NO WAITING for results 
ot blood chemistries 


when you have a 


This is it —a simple and accurate photoelectric colorimeter 
which enables you to do immediate blood determinations in 
your own office laboratory. Rugged, yet light and compact, 
the Photrometer is operated easily by a single control, can be 
used and stored anywhere. 

The Photrometer is pre-calibrated for 40 common clinical 
tests. No calculations to make, no standards to prepare. Just 
follow three simple steps, and you get an instantaneous read- 
ing. As for dependability, the Photrometer has proved more 
consistently accurate than any similar instrument available. 


Pre-calibrated for 40 clinical tests — $257.80 
Pre-calibrated for 22 clinical tests — $182.80 


For details, see your Leitz franchised dealer or write Dept. M 


E. LEITZ ’ Inc., 304 Hudson Street, New York 13, N. Y. 


LEITZ SCIENTIFIC INSTRUMENTS — MICROSCOPES — BINOCULARS 
LEICA CAMERAS AND ACCESSORIES 
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NEWS ABOUT A PRODUCT 


Only this can make 
elastic bandage truly 


TENSOR* elastic bandage is elastic 
hecause it's woven with live rubber threads 


Why does TENSOR provide uni- 
form pressure, controlled pressure 
—a wide range of pressure— with- 
out binding? Why does it stretch 
to twice its length? Stay in place 
without frequent adjustments? 

Because it's made of live rubber 
threads. 

No conventional elastic band- 
age—with elasticity limited to 
the ‘‘give’’ of the cotton threads 
—can match TENSOR in these 
qualities. Be as easy to put on. 
Give such comfort and freedom to 
the patient. Keep such elasticity 
after frequent launderings. 

When you need an elastic band- 
age, don’t you need the one that's 
really elastic . . . TENSOR? 


LIVE RUBBER THREADS 


TENSOR elastic bandage with cotton threads cut 
away to show the /ive rubber threads that give it 


true elasticity. 


THE ELASTIC BANDAGE 
THAT'S WOVEN WITH 
LIVE RUBBER THREAD 


BAUER & BLACK) 


Other famous Bauer & Black Elastic Supports: BRACER* Supporter Belt, Elastic 
Stockings, Abdominal Belts, Suspensortes, Anklets, Knee Caps, Athletic Supporters 


BAUER & BLACK, DIVISION OF THE KENDALL COMPANY, 2500 S. DEARBORN STREET, CHICAGO 16 


; 
poo 
q 
47 


PURE ACTIVE PRINCIPLE 


FOR BEST 


KHELLOYD 


TRADE MARK 


ANGINA 


; -KHELLOYD is the pure khellin 
a which gives adequate therapeutic 
results in angina with significantly 
higher levels of patient tolerance. 
Clinical evidence proves that 
KHELLOYD is effective in reducing 
the frequency and severity of an- 
gina pectoris. 


4 


What KHELLOYD Will Do For Your Angina Patients— ~~ 
(a) Greater Effectiveness—Clinical studies prove that the higher dosage 
levels obtainable with KHELLOYD offer significantly better results 
in angina pectoris. 


(b) Better Tolerance—Absence of impurities greatly reduces the inci- 
dence of side effects, permits the higher dosages required for thera- 
peutic effectiveness. 


Be Sure to Specify KHELLOYD Because— 


Khelloyd is supplied as a white uncoated tablet containing a full 50 mg. 
therapeutic dose of pure crystalline khellin, scored to permit accurate 
dosage adjustment. 

Suggested maintenance dose: two KHELLOYD tablets daily, ad- 

justed to the needs of the individual patient. 

Let us send you complete bibliography and literature. 


LLOYD BROTHERS, INC. ° CINCINNATI 3, OHIO 


ie... 
¢ Ons BAN 
~ 


Recommended with Confidence the World Over! 


GENUINE 


for CONSTIPATION ond HYPERACIOITY — 


Asaloxative— Phillips’ mild yet thorough action DOSAGE : 


is dependable for both adults and children. Loxative: 
2 to 4 tablespoonfuls 


As an ontacid— Phillips’ affords fast. effective relief, Astecid: 
Contains no carbonates, hence produces no 1 to 4 teaspoonfuls, or 
discomforting flatulence. Ito 4 tablets 


Prepared only by THE CHAS. H. PHILLIPS CO. DIVISION of Sterling Drug Inc., 1450 Broadway, New York 18, WN. Y. 
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troches 


Providing therapeutic concentrations directly 


on infected tissues, Crystalline Terramyecin 
Troches offer effective topical therapy in a wide” 
range of gingival and oropharyngeal 

infections. Particularly valuable in Vincent’s 
infection and as an aid in certain dental 
procedures, Terramycin Troches may be 
employed as the sole medication or as 

an adjunct to oral Terramyein therapy for 


deep seated infections. 


supplied | 15 mg. each pleasant-tasting, 
| slow-dissolving, mint-flavored 


| sugar troche; packages of 24. 


Antibiotic Division 
CHAS. PFIZER & CO., INC,, Brooklyn 6, N.Y. 
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now available... 


...a “chemical fence” for the } 


\ 
alcoholic 
| | = 


Much has been written about ‘‘Antabuse.” Many alcoholics have 
long awaited its benefits. 
Now, after nearly three years of intensive clinical research, 
it is available for prescription use. 
“Antabuse” sets up a sensitizing effect to ethyl alcohol. It builds a ‘‘chemical 
fence” around the alcoholic... helps him develop a resistance to his craving. 
Its high degree of efficacy is confirmed by extensive clinical evidence. 
‘‘Antabuse” is safe therapy when properly administered. However, it should 
be employed only under close medical supervision. Complete descriptive 
literature is available and will be gladly furnished on request. 
“Antabuse” is identical with the material used by the original Danish 
investigators, and is supplied under license from Medicinalco, 
Copenhagen, Denmark. U.S. Pat. No. 2,567,814. 


Tested in more than 100 clinics... 
by more than 800 qualified investigators... 
on more than 5,000 patients... and covered by 
more than 200 laboratory and clinical reports. 


... brand of specially prepared and highly purified tetraethylthiuram disulfide. 


Supplied in tablets of 0.5 Gm., bottles of 50 and 1,000. 


Ayerst, McKenna & Harrison Limited « New York, N. Y. - Montrea!, Canada 
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plastic single-dose 
disposable applicators 


make it easier, 
more convenient than 


ever to apply gentian violet jelly 


in monilial vaginitis 
never before such control of staining 


2 year study’ showed 93% combined cure and 
improvement (78% cure) in vaginal mycosis 
treated during last trimester of pregnancy °¢ 
safety and convenience for home or office use 
* prompt control of itch, burning, etc. 
Formula: 
0.2% gentian violet : SAMpIES and literature on request @ 


WESTWOOD PHARMACEUTICALS 


yur Division of Foster-Milburn Co. 


Non tonic, eativly 468 Dewitt Street, Buffalo 13, N. Y. 


= " 1. Waters, €.G., and Wager, H. P.: Amer. J. Obstet. & Gyn. 60:885, 1950. 
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Effective against many bacterial and 


rickettsial infections, as well as certain protozoal 


and large viral diseases. 


AUREOMYCIN 


Hydrochloride Crystalline 


recognizes the remarkable inhibiting effect of aureo- 
mycin ona great number of organisms, especially those 
commonly found in the gastrointestinal tract. It is of 
great value in the preparation of patients for surgery 
of the bowel or biliary tract, as well as in the medical 
management of infections in these areas. Aureomycin 
is also highly effective in intestinal amebiasis. Aureo- 
mycin is peculiarly adapted to the treatment of many 
biliary and hepatic infections, because of the highconcen- 
trations it attains in the bile and because of its protec- 
tion of the hepatic parenchyma from bacterial necrosis. 
Aureomycin is indispensable in gastroenterology. 


Packages 
Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg each capsule. 
Ophthalmic: Vials of 25 mg. with dropper, solution prepared by adding 5 ce. distilled water. 


LEDERLE LABORATORIES DIVISION 


AMERICAN id COMPANY 


30 Rockefeller Plaza, New York 20, N.Y. 
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RALSTON 


is SO good for your Y 


Whole Wheat, with 5% Ex 
Twice as Much as in Natural 


EXTRA - NUTRITIOUS 


Contains all nutrients of whole wheat plus all those of 


the extra wheat germ. 


Good SOURCE OF VALUABLE * PROTEIN 
So essential to good growth, healthy bodies. 


RICH IN VITAMIN-B COMPLEX 
Needed for good appetite, mental alertness. 


IDEAL TEXTURE-FOOD FOR INFANTS 


Karly introduct jon helps prevent later feeding problems. 
DELICIOUS HEART-OF-WHEAT FLAVOR .-- Children like it. 


COOKS IN just 10 SECONDS... Busy mothers appreciate it. 


*High Nutritional Value of Instant Ralston’s 
Protein wos revealed in a recent onimal experiment 
in efficiency of 14 popular cereals. The 


V 


out by leading university; reported 
March- April, 1951. 


1 Hot Whole Wheat Cereal 
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Prescription Product 
f or 


BETTER COUGH CONTROL 


Whether infectious, inflammatory or allergic 
in origin, simple cough is generally well con- 
trolled by a teaspoon* or two of PyriBeNnz- 
AMINE, EXPECTORANT, a unique combination of 
non-narcotic drugs. The remarkable effective- 
ness of PyriBENZAMINE EXPECTORANT is due 
to synergy and the complementary action of 
its three established therapeutic ingredients, 
PyYRIBENZAMINE citrate, ephedrine sulfate, and 
ammonium chloride (30, 10, and 80 mg. per 
4 cc., respectively). Histamine congestion is 
diminished throughout the length of the respira- 
tory tract, and bronchial secretions are liquefied 
and loosened. Palatable, unique, non-narcotic, 
PyrRIBENZAMINE Exprcrorant offers excep- 
tionally broad control of the various factors 
involved in simple cough. Bottles of 16 fluid 
ounces and one gallon. Ciba Pharmaceutical 
Products, Inc., Summit, N.J. 


*Children '> to 1 teaspoonful 


>yribenzamine 


tXPECTORANT 


Ciba 


PHARMACEUTICAL PRODUCTS, INC. 2/1751M 
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It’s Effective 
It’s “Patient-Accepted” 


@ The pleasant candy-like flavor of Pondets gains 
immediate patient acceptance and cooperation. Es- 
pecially important to the physician, Pondets offer 
improved intraoral therapy because: 

@ Fach troche contains 20,000 units of penicillin and 
SO units of bacitracin in synergistic combination, 

@ Combined antibiotic therapy minimizes danger of 
bacterial drug resistance. 

e@ High, effective saliva levels of the combined anti- 
biotics persist for at least one-half hour. 


PONDETS 


PENICILLIN-BACITRACIN TROCHES, WYETH 


SOLD ON PRESCRIP TIGR 


Wyeth Incorporated, Philadelphia 2, Pa. 
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MODERN MEDICINE 


Symposium on Obstetrics 


Foreword 


WILLIAM J. DIECKMANN, M.D 


University of Chicago 


the maternal, stillbirth, and neonatal mortality 
rates have decreased greatly in the past fifteen years, many 
deaths in which there are preventable factors still occur among 
both mothers and babies. Everyone makes mistakes, but 
it is tragic for all concerned when the mistake ends fatally. 
If death occurs, it is frequently due to lack of knowledge, 
to lack of skill, or to carelessness. The doctor in private prac- 
tice should have a maximum maternal mortality of not more 
than 1 per 2,000 deliveries and a stillbirth and neonatal mor- 
tality rate of less than 20 per 1,000 babies. 

Textbooks are rarely up to date about accepted methods of 
treatment, and frequently the reader is left in doubt as to 
which is preferable. I thought the publication of the treat- 
ment used by experienced obstetricians would be of inestim- 
able value to the man in practice. I believe that the obstetri- 
cians contributing to this symposium have written concise and 
clear reports. 

The doctor in general practice, as well as the specialist, 
should use an accepted method for analgesia, anesthesia, and 
for treating obstetric complications. He should not experi- 
ment. 

I wish to thank Dr. Alvarez and his editorial staff for the 
privilege of being guest editor. Tam grateful to my friends for 
writing the reports. I hope this issue of Modern Medicine 
will aid in reducing some of the needless permanent injuries 
and even deaths which occur in mothers and babies. 


% Mary Campau Ryerson Professor and Chairman, Department of Obstetrics and 


Gynecology, University of Chicago; Chief of Service, Chicago Lying-in Hospital. 
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Puerperal Sepsis and Suppurative Pelvic 
Thrombophlebitis 


OBSTETRICS SYMPOSIUM 


CONRAD G. COLLINS, M.D.* 


LtnouGH the advent of antibiotics 
A and sulfonamide drugs has de- 
creased the incidence of postpartum 
and postabortal infection, sepsis still 
accounts for a large number of ma- 
ternal deaths. 

Hemorrhage, toxemia, and other 
leading causes of obstetric fatality 
not infrequently predispose to infec- 
tion. The value of adequate ante- 
natal care then is self-evident. By 
careful and proper antenatal care, 
the incidence of these three most 
frequent causes of maternal mortality 
should and can be drastically re- 
duced. 

Hemorrhage invites infection, and 
the manipulation of the genital tract 
necessary for control of bleeding 
often introduces the infecting organ- 
ism or organisms. Infection is more 
apt to be fatal in persons with a 
reduced blood volume. Chemother- 
apy is more effective in patients 
with normal blood volumes than in 
those who are anemic. Therefore, 
the prophylaxis and therapy of infec- 
tion begin long before parturition 
or abortion. 


PROPHYLANIS 


The woman who is pregnant will 
eventually bleed. Vhis is true wheth- 


%* From the Department of Obstetrics and Gynecology, Tulane 
New Orleans. 


Ochsner Clinic, 
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Tulane University, New Orleans 


Prepared for Modern Medicine 


er the patient’s pregnancy is cervical, 


intrauterine, tubal, ovarian, or ab 
dominal. 

From the time a physician agrees 
to care for a pregnant woman until 
six or eight weeks after delivery, he 
is confronted with the constant 
threat of sudden severe hemorrhage. 

No matter how the pregnancy 
terminates, no one can predict which 
patient will bleed subnormal 
amount, a normal quantity, or to an 
abnormal degree. When these facts 
are considered, the importance of 
ascertaining the blood group and 
Rh factor of the patient as soon 
as possible is obvious. 

If a blood bank is not available 
in the community, then certainly a 
potential donor of the same group 
and Rh type should be available. 
Some physicians accepting obstetric 
cases keep a cross index file of the 
blood type and Rh factor of their 
obstetric patients and thus can ob- 
tain blood from previous parturients 
when needed. If blood counts and 
hemoglobin determinations at the 
first visit are not within normal 
limits, hemopoietic stimulants should 
be administered. The patient who 
has a normal blood volume at the 
termination of gestation is the one 
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most likely to resist or overcome m 
fection 

frequently accom 
nutritional deficiency, 
protein, One of the 


the body in- 


Poxemia ois 
panied by 
especially ol 
first demands by 
formation ol 


between 


protein is the 
relation 
and anemia ts 


ue sted 
hemoglobin. 
nutritional deficiency 
symptom of 
nel 


apparent. Edema is a 
PI 


toxemia, and edematous tissue 


is as resistant 
tissue. ‘Thus, 


heals as well not 
to infection as normal 
careful control of the pregnant wom- 
an’s nutrition and weight gain lessens 


thes 


the tendency to edema, toxemia, and 
mfection, 

Personal hygiene daring pregnancy 
can do much to decrease the inci 
dence of sepsis. Many women cleanse 
forward 


leaving 


their anus by a motion, 


thereby at minute 


times 


particles of fecal matter about the 


perineum or introitus. Lhe 


method should be explained to each 


propel 


pregnant 


Intercourse should be prohibited 
#iter the thirtieth week of pregnancy. 
Douches should not be allowed dur 
ing pregnancy. Tf monilial or tricho 
monal infection of the vagina de 
Velops and 
be introduced 
an applicator, the necessity of Cleans 
with and 


must 


vaginal creams are to 


into the vagina by 
ing the applicator 
Water each 
be emphasized. I capsules or tablets 
are. prescribed, the patient should 


sap 


before instillation 


be cautioned to introduce these 


medicaments with a wellbwashed rub 
ber glove over the hand. 

During the course of labor, vaginal 
or rectal examinations should be as 


imfrequent as possible. In our opin 


ion, the chances of pucrperal sepsis 


developing are just as great when 
rectal examinations are performed 
as when vaginal examinations are 
done. properly performed vaginal 
examination is superior to a rectal 
one and certainly offers more intor- 
mation regarding the progress of 
labor; only too frequently the phys 
cian gets a sense of false security by 
a rectal examination, Occasionally, 
the examining finger is withdrawn 
carelessly and smears the perineum 
with bowel contents. Certainly, 
whether rectal or vaginal examina- 
tion is used, care should be exer 
cised to make it as noncontaminating 
as possible, 

The increased use of caudal and 
saddle-block anesthesia has added 
another possible factor perineal, 
vulvar, or vaginal contamination. 
Patients are unaware of bowel move- 
ments during the course of this type 
of anesthesia and, unless watched, 
frequently lie in a pool of fecal 
matter. 

Also, patients who are heavily se- 
dated with barbiturates intre- 
quently touch the vulvar regions with 
their hands. Phough seemingly a 
minor point, the possibility of the 
patient’s unwittingly contaminating 
the vulvar areas is real. 

Delivery should be conducted as 
though chemotherapeutic agents did 
not exist. Reliance on well-estab- 
lished surgical and obstetric prin- 
ciples is far better than the promis- 
cuous use of, and false security of- 
fered by chemotherapeutic agents. 

Lhe prophylactic use of chemo 
therapeutic agents to support good 
obstetric: management is advisable 
at times. On our service these agents 
are used not only as adjunctive meas 
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ures to help safeguard the mother’s 
life but also to decrease infant mor- 
tality that results from infection of 
the child in utero. We advise pro 
phylactic chemotherapy when mem- 
branes have been ruptured for eight 
hours or longer, when forceps are 
applied at the midplane, when ver- 
sion and extraction are used, when 
manual removal of the placenta ts 
necessary, or when cesarean section 
follows prolonged labor. 


POSTPARTUM FEVER 


\ll patients exhibiting fever in the 
puerperium do not have puerperal 
sepsis. Pyelitis, malaria, exacerbation 
olf subacute bacterial endocarditis, 
acute infectious disease, and_ sickle- 
cell anemia must be considered in 
the differential diagnosis. 

In our experience, 
breasts are a frequent cause of fever 
in the puerperium, In this case, the 
patient’s temperature may ele- 
vated to 103 or 104° F. The breasts 
are tense, congested, and painful. 
Physical and laboratory examination 
show nothing else of note. Decom 
pression of the breasts without other 
therapy produces a prompt, sustained 
fall in temperature. If evidence of 
breast infection or abscess ts found, 
antibiotic therapy is added to the 
regimen and abscesses are evacuated 


congested 


surgically. 

Retained lochia occasionally causes 
fever. such cases, the uterus ts 
larger than it should be the 
lochial discharge practically nil, 
Oxvtocics usually produce prompt 
evacuation of the uterus, and the 
fever is then rapidly controlled. 

It must be emphasized that just 
because a woman has recently had 
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a child or an abortion does not 
mean that the cause of elevated 
temperature is in’ her pelvis. Con- 
versely, only by repeated questioning 
can a history of recent abortion be 
obtained from many patients who 
have fever. 

Patients with postpartum or post- 
abortal fever should have most com- 
plete physical examinations. Specift- 
cally the eyes should be examined 
for jaundice, which is found with 
sickle-cell anemia, Clostridium per- 
fringens, or hemolytic streptococcal 
infections. Prismus is found in puer- 
peral tetanus; rigidity of the neck 
occurs in tetanus and postspinal anes- 
thesia meningitis. 

Roentgenograms of the — chest 
should always be utilized to rule 
out pneumonia, atelectasis, and in- 
farction. The roentgenogram should 
be repeated if the patient fails to 
respond to therapy, because infarc: 
tion of the lung is sometimes not 
visible on the chest plate until 
twenty-four to forty-eight hours after 
emboli occur. 

Examination of the abdomen for 
signs and symptoms of peritonitis, 
ileus, intestinal obstruction, abscess, 
or foreign bodies should be routine. 
Roentgenograms of the abdomen 
should include the subdiaphragmatic 
areas so that air, indicating per 
forated uterus or subdiaphrag 
matic abscess, may discovered. 
Unsuspected foreign bodies, used in 
attempts to produce abortion, may 
also be found. 

The legs should be examined daily 
for evidence of phlebothrombosis or 
thrombophlebitis of the veins in all 
postpartum cases, whether fever is 
present or not. In this day of sub- 
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cutaneous intramuscular and intra 


venous therapy, a deep seated injec 
tion abscess in the region of the 
deltoid or gluteal muscle is not in 
frequently the cause of a patient's 
fever. 

Examination of the vulva, vagina, 
cervix, parametrial areas, cul-de-sac, 


and pelvic viscera should not be 
neglected. It is surprising how often 
these procedures are neglected, pre 
sumably because the physician be- 
leves that harm may result or that 
he may further infect the patient. We 
have observed patients who have had 
postpartum fever for weeks without 
having had the benefit of a diagnostic 
pelvic survey. 

In examining the postpartum va 
gina, care should be exercised that 
the site of a perineal laceration or 
an episiotomy wound is completely 
surveyed. The best way to obtain 
information regarding hematoma or 
infection of a perineal laceration is 
by rectovaginal examination. Oft- 
times vaginal examination alone fails 
to reveal the 
rectovaginal examination discloses it 


pathology, whereas 
immediately. 

The vagina is carefully 
for evidence of foreign bodies, throm- 
bosed lacera- 
tions. The posterior fornix is search- 
ed for the 
The parametrium is then examined 


examined 


veins, hematomas, or 


presence of exudate. 


for induration or thrombosed veins. 


arising from the 


organs, a pronounced tem- 


In sepsis pelvic 


perature will usually follow a_ vig- 
orous pelvic examination. We do not 
hesitate to use this clinical test when 
that 


focus of the 


wi suspect the pelvic organs 


are the infection and 


when other findings are equivocal. 
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POSLABORTLAL SEPSIS 

mortality rate for postabortal 
sepsis is higher than the uncorrected 
maternal death rate for term preg 
nancy. Not only is the death rate 
higher, but the complications of 
abortion result in prolonged morbid- 
ity and, frequently, in crippling and 
debilitating disease. Puerperal sepsis 
in general and postabortal sepsis in 
particular are among the leading 
causes of bacterial endocarditis. 

Induced abortion, whether 


pout or illegal, is by far the most 


thera 


common type resulting in sepsis, but 
spontaneous abortion, treated or un 
treated, Carries an appreciable sept 
rate, Adequate treatment of com 
plete, incomplete, or missed abortion 
can reduce the incidence, severity, 
and complications of sepsis. 

An abortion is invariably accom- 
panied by blood loss, clot formation, 
and necrotic tissue. Phese factors 
predispose to bacterial invasion and 
Treatment directed to- 
bleeding, 


growth. 
arresting 
blood, evacuating tissue and clots in 
the vagina and cervix, and avoiding 
the endo- 


ward replacing 


mechanical evacuation ol 
cervix and endometrial cavity. 

Io accomplish this, thorough eval- 
uation of the patient must be made 
when first seen. The degree of blood 
loss is determined both clinically 
and by the laboratory. “Transfusions 
of whole blood are used liberally. 
If interference is suspected, prophy 
lactic mixed tetanus and 
C. welchu antitoxin, after due testing 
for sensitivity. If sepsis is found on 
interference roentgeno- 
grams are made for evidence of lung 


is given 


suspected, 


infarction, subphrenic abscesses, in 
traperitoneal air, or foreign bodies 
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that might denote uterine perfora- 
tion, 

\ sterile vaginal examination is 
performed to determine the size and 
position of the uterus and the pres- 
ence of pelvic masses that may be 
abscesses or blood. If a mass is found 
and ectopic gestation cannot be defi- 
nitely ruled out, a cul-de-sac punc- 
ture is done. With the speculum in 
place, clots and tissues in the vagina 
are removed. Any clots or tissues in 
the external cervical os are gently 
extracted with sponge forceps. The 
cervical canal is not invaded with 
instruments or with the fingers. 

The patient is next placed on bed 
rest and oxytocics are administered 
either intramuscularly in divided pe- 
riodic injections or by continuous in- 
travenous drip. Stilbestrol or similar 
substances, estrogens, and progester- 
one have not proved satisfactory in 
our hands as a method of evacuating 
the uterine contents. 

If the patient continues to bleed, 
the vagina is again inspected and the 
procedures repeated. Packing is not 
employed. Surgical evacuation of the 
uterine cavity is not performed un- 
less the patient continues to bleed 
in spite of the above measures. Sep- 
tic patients are not evacuated sur- 
gically under any circumstances until 
they have been afebrile for at least 
ten days. 

Patients who have fever on ad- 
mission or have a history of chills 
or fever are given sulfonamides and 
antibiotics. Clinical response dictates 
the choice of these substances. Bac- 
terial cultures of the vaginal con- 
tents, blood cultures, and sensitivity 
studies of the organisms found have 
not provided a reliable index for the 
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drug of choice. The most commonly 


used are penicillin, streptomycin, 
and aureomvcin, either individually 
or in combination. 

Complications expected and en- 
countered are treated according to 
basic medical and surgical principles. 
Peritonitis or ileus, diagnosed or sus- 
pected, requires gastric suction. Shock 
is managed with whole blood trans- 
fusions, oxygen, and adrenal cortical 
extract. Lower nephron nephrosis, 
whether caused by the initial trauma, 
shock, drugs, or incompatible blood 
reactions, is managed by 5°; glucose 
infusions not exceeding 1,000. cc, 
plus the urinary output. Fluid and 
electrolyte balance is maintained and 
determined by clinical as well as 
laboratory methods. Abscesses are 
drained surgically. Antibiotic therapy 
of an abscess is ineffective, once the 
abscess has formed. 


POSTPARTUM SEPSIS 


When it has been established that 
the focus of the patient's sepsis is 
in the pelvis, antibiotics are admin- 
istered. A combination of penicillin 
and streptomycin or aureomycin is 
utilized in high dosage. Blood trans- 
fusion is administered as indicated, 
Even though thrombosed veins may 
be palpated in the pelvis, anticoagu- 
lants are rarely utilized. 

The patient’s pulse rate is cares 
fully watched. We have seen pa- 
tients with very severe suppurative 
pelvic thrombophlebitis whose tem- 
perature responded well to antibiot- 
ic therapy but whose pulse remained 
well elevated. At operation, gangre- 
nous areas in the uterus or tube or 
ovary were found. Thus a continued 
high pulse rate, even in the absence 
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of continued high temperature, es- 
pecially when the patient is receiv: 
usually that 
the infectious process is progressing. 
pelvic 


ing antibiotics, means 

If signs oF 
or general peritonitis exist, intestinal 
decompression by a Wangensteen suc- 
accomplished. 


symptoms of 


ion apparatus is 
While intestinal decompression is in 
effect, fluid 
by intravenous therapy. 


maintamed 
Whenever 
used, re- 


balance is 


suction is 


Wangensteen 
peated electrocardiograms are taken 


so that developing hypokalemia may 
be detected and corrected. 

If the patient responds, therapeutic 
measures are discontinued as each 
complication improves. If sepsis per 
Sists after four or five days of ther 
apy. the pelvis is reexamined. | 
induration has been previously noted, 
the physician should be particularly 
carelul to note whether the indura 
ted areas are resolving or static o1 
whether an 
Hoan abscess develops, it should be 


abscess is developing. 
drained surgically, Abscesses pomting 
mto the parametrial 
areas are drained through the vagina. 
Other pelvic drained 


through an extraperitoneal approach, 


cul-de-sac or 
abscesses are 


the incision being placed just above 
amd parallel to Poupart’s ligament. 


SUPPURATIVE THROMBOPHLEBITIS 


Patients with 


abortal sepsis usually die from sept 


postpartum or post 


cemia with or without metastatic foci 


forming abscesses in the lung, brain, 
kidney, or spleen or bacterial endo 


carditis or mycotic aneurysms. In 


the majority of instances these sec 


ondary foci and abscesses are initi 


ated by small emboli composed of 


blood clots and organisms which 
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arise from = suppurative thrombi in 
the veins of the pelvis. The sup 
purative thrombi are multiple and 
nay exist in any or all veins drain- 
ing the pelvis and pelvic 
Death results from small fragments 
of purulent blood clots which break 
and set up metastatic areas 
elsewhere in the body. 

This type of pathology in_ the 
pelvic called “suppurative 
pelvic thrombophlebitis.” This entity 
is distinct from the syndrome. ol 
phlebothrombosis of the leg veins. 
In the latter condition, death may 
result from sudden massive emboliza- 
tion of the lungs and from thrombo 
phlebitis of the leg veins in’ which 
the leg becomes enlarged, edematous, 
and painful and infarction or lethal 
emboli seldom occur. 

Suppurative pelvic thrombophle- 
bitis is initiated by infected episiot- 
wounds; infected lacerations of 
the vagina or cervix; intrauterine 
infection following abortion, normal 
or operative delivery; the application 
of radium: tubo-ovarian 
pelvic surgery. The condition 1s 
manifested by fever and high pulse 
rate, frequently by chills, and often 
by infarction of the lung. 

On pelvic examination, the para 
metrial areas are usually without in- 


organs. 


veins 1S 


abscess; or 


duration, the uterus is freely movy- 
able, and pelvic masses are not en- 
countered. However, in approximate: 
ly 65°, of cases, venous thrombi can 
be palpated in the wall of the vagina 
or in the parametrial areas. The re- 
mainder of the physical examination 
is usually negative, unless evidence 
of lung infarction appears. Labora- 
tory data are of little value, except 


in ruling out other disease. Blood 
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cultures are of litthe or no import. 
It lung infarction has not occu 
red, as determined by physical ex 


amination and roentgenograms of 
the chest, the patient is placed on 
antibiotic therapy and the clinical 
course is carefully followed. If th: 
patient responds to medical regimen, 
no further therapy is needed. If, how- 
ever, after fow five days 
medical regimen, chills continue to 
occur or the fever remains elevated, 
surgery is indicated. Operation 
also indicated if pulmonary infarc. 
tion develops during therapy or if 
the patient has pulmonary infarction 
when first observed. 

Surgical therapy consists of ligation 
of the inferior vena cava and 
both sets of ovarian vessels. Since 
the thrombi are in multiple sites 
in the pelvic veins, very little will 
be accomplished if only one vein 
or set of veins is ligated. Successful 
treatment in this disease is predicated 
upon an interruption of the normal. 
channels from the pelvis. 
This is most easily accomplished by 
utilizing a transabdominal approach 
and ligating the inferior vena cava 
and both sets of ovarian vessels. 

Ligatures should be applied proxt- 
mal to any thrombi found. If thrombi 
are not found, the inferior vena 
cava and both sets of ovarian vessels 
should nevertheless be ligated. We 
have utilized the procedure for over 
go patients with suppurative pelvic 
thrombophlebitis failing to respond 
medical regimen. surgery 
was used only in the most 
types of postabortal sepsis and tor 


or ol 


is 


of 


venous 


lo 


severe 


patients who probably would have 
of the patients 
were saved. The patients who dicd 


died otherwise; go’, 
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did so because the operation was 
performed too late, not because ol 
the operation. 
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Premature Rupture of the Membranes 
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Temple University, Philadelphia 


Prepared for Modern Medicine 


ORMALLY, the amniotic sac rup- 
N tures and the fluid is discharged 
during the course of labor, usually 
near the end of the first stage. Should 
this occur before labor begins, the 
membranes are said to have rup- 
tured prematurely. 

Rupture of the membranes at any 
Stage of pregnancy is followed, after 
a@ period which varies from several 
days or weeks early in pregnancy 
to a few minutes in the patient at 
term, by the onset of labor and 
termination of the pregnancy. 


ETIOLOGY 


The cause for premature 
of the membranes is not 
Obvious. In cases it 
to be mechanical; support is 
after premature effacement and dila- 
tation of the cervix so that the force 
of the normal Braxton Hicks con- 
tractions may burst the membranes, 
particularly if thin. 

Defects in the cervix, also. re- 
sulting in loss of support, have been 
suggested as a cause of repeated epi- 
sodes of premature rupture.’ Infec- 
tion and consequent weakening of 
the membranes overlying the cervix 
may also play a part in an occasional 
Frequently, no obvious cause 
Cervix 


rupture 

always 
appears 
lost 


some 


case." 


can be detected, since the 


is long and uneffaced, no abnormal 
uterine activity has been noted, and 
the amniotic fluid has not greatly 
increased. 
RESULTS 

In properly selected patients, artifi- 
cial rupture of the membranes is 
the most effective of all methods 
for the induction of labor. Labor 
also begins if the membranes rup- 
ture prematurely, but the time inter- 
val after rupture is less predictable. 

If the rupture occurs late in preg- 
nancy and the cervix is soft, effaced, 
and perhaps slightly dilated, labor 
may begin immediately or after a 
delay of only a few hours. On the 
other hand, the earlier in pregnancy 
rupture occurs, the less apt is labor 
to begin promptly, because the uter- 
us is unprepared to initiate contrac- 
tions; at this time the cervix is 
often long, closed, and firm. In such 
patients a latent period as long as 
two or three weeks may be required 
to complete the uterine changes nec- 
essary for the initiation of labor. 

Intact membranes and the mucous 
plug in the cervix normally prevent 
upward extension of infection into 
the uterus. After the membranes 
have ruptured, the amniotic Cavity 
lies in direct Ccommunciation with 
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the contaminated vagina and is in- 
vaded by organisms, unless the uterus 
empties rather promptly. Extension 
of infection is hastened by douches, 
intercourse, and unsterile examina- 
tions which may implant vaginal se- 
cretions or contaminated material 
from other sources directly into the 
cervical canal or even the lower 
segment of the uterine cavity. 
Although maternal morbidity is 
increased after prolonged premature 
rupture of the membranes, the re- 
sultant amnionitis is more of a men- 
ace to the infant than to the mother, 
since contaminated material may be 
aspirated by the fetus in utero or 
infection may enter the fetal cir- 
culation as the result of placentitis. 
The mortality rate for infants de- 
livered after a prolonged period of 
ruptured membranes is definitely in- 
creased; the most characteristic type 
of infection is pneumonitis. 
Another, but far less common com- 
plication affecting the infant is in- 
trauterine asphyxia resulting from 
pressure on a_ prolapsed cord. If 
the presenting part is out of the 
pelvis, the cervix is dilated, and the 
cord is long, a loop may be washed 
out as the fluid is discharged. This 
event most often occurs with the 
initial rupture, rarely later, no mat- 
ter how long the subsequent period. 


DIAGNOSIS 


Rupture of the membranes ordinar- 
ily can be suspected by the history 
of a sudden gush of fluid from the 
vagina followed by continued leak- 
age of small amounts. If labor has 
begun, fluid loss is usually increased 
during each contraction. If the 


amount of water is small and the 
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leakage is slight, proof may be more 
dificult to obtain. The incontinence 
of urine frequently encountered late 
in pregnancy may be confusing. In 
this event, however, the fluid has a 
uriniferous odor rather than the 
odor characteristic of amniotic fluid. 

Identification of vernix caseosa or 
fetal hair in the fluid is proof that 
the fluid is of amniotic origin. Mi- 
croscopic examination may reveal 
sheets of fetal epithelial cells which 
can be found only after the mem- 
branes rupture. A certain amount of 
skill is required to differentiate fetal 
epithelium from that of the maternal 
vagina, hence this examination is 
generally less useful than some of 
the other methods. 

The pH range of amniotic fluid 
as determined with nitrazine paper 
is 7 to 7.5, compared with 4.5 to 5.5 — 
for the normal vagina. After rupture — 
of the membranes, the vaginal fluid 
therefore becomes more alkaline. 

To test the pH, a sterile speculum 
is inserted into the vagina and a 
small amount of fluid is collected 
in a sterile asepto syringe, on a- 
dry cotton applicator, or from the 
blade of a speculum. A strip of 
nitrazine paper is dipped into the 
fluid and the resultant color com- 
pared with the standard which in- 
dicates the hydrogen ion concentra- 
tion. Bleeding or vaginitis may alter 
the results of this procedure since 
both may reduce vaginal acidity. The 
test is, however, accurate in a high 
percentage of cases. 

On sterile speculum examination, 
fluid may be seen coming through 
the cervical opening and, on sterile 
bimanual examination, slight dis- 
lodgment of the presenting part may 
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increase the flow. If the membranes 
are intact, a bulging forebag may 
be palpable but its absence does 
not definitely indicate rupture, since 
the total fluid may be 


small. 


amount of 


MANAGEMENT 


Ihe prevention of premature rupture 
of the membranes obviously would 


eliminate the problem but is not 
always possible. Should rupture oc- 
cur while the cervix is long and 
the canal closed, no known preven- 
tive treatment can utilized. 

In some patients, effacement of 
the cervix and rupture of the mem- 
branes occur relatively early in gesta- 
tion successive pregnancies. If 
such a history is obtained, repeated 
Vaginal examinations during preg- 
Mancy are indicated to detect onset 
of preliminary changes in the cervix. 
At the first evidence of effacement, 
the patient is advised to remain off 
her feet as much as possible and 
avoid intercourse and douching. 

The place of hormone therapy in 
the prevention of premature rupture 
of the membranes is not well estab- 
lished, but if hormonal deficiencies 
lead to the onset of premature labor, 
they may play a part in this compli- 
cation The membranes may 
rupture in spite of all precautions. 

The management of the patient 
after the membranes rupture should 
be directed primarily toward preven- 
tion of infection and protection of 
the infant. In general, the woman 
suspected of having ruptured mem- 
branes should be admitted to the 
hospital without preliminary exam- 
ination and, if rupture is proved, 
should remain there until delivery. 


also. 
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Hospitalization is important primar- 
ily to prevent infection. Only the 
hospitalized patient can be control- 
led with respect to surroundings, 
activity, douching, and intercourse. 

If labor has not begun at the 
end of twelve hours, a sterile vaginal 
examination is made to substantiate 
the diagnosis and evaluate the con- 
dition of the cervix and pelvis. If 
the cervix is “ripe” (soft, effaced, 
and 1 to 2 cm. dilated in the primi- 
gravida; softened, patulous, and par- 
tially effaced in the multipara), the 
pregnancy has lasted at least thirty- 
seven to thirty-eight weeks, the fetal 
position is normal, and the pelvis 
adequate, an attempt may be made 
to induce labor with a dilute solu- 
tion of Pitocin; 1 cc. is dissolved 
in 1 liter of 59% glucose and started 
intravenously at a rate of 100 Cc. 
per half hour. Since only minute 
amounts of Pitocin are necessary to 
induce labor in the proper patient, 
injection of larger amounts intra- 
venously or more than 1 minim in- 
tramuscularly is unnecessary and 
dangerous. 

A physician must remain constant- 
ly at the bedside of a patient dur- 
ing Pitocin administration, checking 
the maternal blood pressure and 
pulse rate, the fetal heart rate, and 
the uterine contractions at frequent 
intervals. The greatest danger is 
from stimulation of tumultuous uter- 
ine contractions resulting in uterine 
or cervical rupture, hence blood 
and facilities for immediate laparot- 
omy must also be available. If such 
safeguards are not accessible, it is 
safer to await the spontaneous onset 
of labor, since the potential danger 
from infection is far less than from 
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an unfavorable reaction to Pitocin. 
As soon as contractions are initiated, 
usually during the first half hour, 
the infusion should be stopped. 

If the pregnancy is of less than 
thirty-six to thirty-seven weeks’ dura- 
tion, the cervix will in most instances 
be unprepared. Attempts to induce 
labor if the cervix is “unripe” usu- 
ally are fruitless. If such is the case, 
no active therapy is considered. Pres- 
pregnancy for as 
is particularly im- 
membranes rup- 
twenty-eight to 
after inception, 

time in utero 


ervation of the 
long as possible 
when the 
ture as early as 
thirty-two — weeks 

since a little extra 
may mean the difference between 
life and death for the fetus. Al- 
though such patients require hos- 
pitalization, they need not be con- 
fined strictly to bed, since it seems 
unlikely that, after the membranes 
rupture, position has much to do 
with the preparation of the cervix 
and the onset of labor. 

In the patient at or near term 
with a good-sized baby and a con- 
tracted pelvis, premature rupture of 
the membranes with delay in the on- 
set of labor may present a difficult 
complication. An adequate test of 
labor requires effective uterine con- 
tractions but to await their onset 
may in some instances be dangerous, 
since amnionitis and endometritis 
may develop during the latent peri- 
od. If after a test of labor in such 
a patient, delivery from below is 
found to be impossible, subsequent 
abdominal delivery is dangerous. If 
the head is engaged or can be de- 
pressed to or slightly above the level 
of the ischial spines, the inlet is 
adequate and the onset of labor 


portant 
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may be awaited. Roentgen pelvi- 


metry may also be of great help 
in making a decision and should be 
ordered early. If the findings of these 
examinations reveal that the head is 
out of the pelvis and cannot be de 
pressed into the inlet, cesarean sec- 
tion without the usual test of labor 


is to be considered. Cesarean sec- 
tion because of contracted pelvis is 
not often necessary belore the thirty. 
seventh week of pregnancy. 

The ability to prevent infection 
would substantially reduce mortality 
from premature rupture of the mem 
branes. The question as to the valué 
of prophylactic therapy is unsettled 
but an adequate fetal level of anti- 
biotic and chemotherapeutic agents 
probably reduces the incidence of 
fetal infection. Unless labor begins 
within twenty-four hours after 
membranes rupture, the patient may 
be started on penicillin, 400,000 
units every twelve hours, and sulfa- 
diazine, 2 gm. daily. Penicillin alone 
is inadequate because the antibiotic 
does not have a_ sufficiently wide 
range of protection and the infant 
may become infected with penicillin- 
resistant organisms. Aureomycin oF 
chloramphenicol, 250 mg. every six 
hours, should provide adequate pro= 
tection, but these drugs are now too 
expensive for general usage. 

Cultures at delivery should be 
taken from the axilla and groin of 
the infant so that organisms can 
be identified early and suitable ther- 
apy instituted if infection develops. 
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PMORKHAGE is now the leading 
H cause of maternal death in the 
United States, having displaced in- 
fection and toxemia in that cate- 
gory. Lhe hemorrhages of pregnancy 
have come to first place 
simply by failing to decrease as much 
other two principal 


upy 


as have the 
dauses of maternal death.’ 

This failure is serious, because the 
prevention of hemorrhagic death is 
the responsibility of the doctor, and 
of the hospital, and because bleed- 
ing is a preventable cause of death. 
Outside factors, such as the develop- 
Ment of effective antibiotics 
and improved living standards, may 
have contributed to the better statis- 
tics for sepsis and toxemia. 

Before 1935, maternal mortality 
from blood loss had not decreased for 
twenty years, despite the use of trans- 
fusions.” Only during the past fif- 
teen years, with the advent of blood 
banks and available labora- 
tory facilitics, as well broader 
understanding of the causes of hem- 
orrhage and its treatment, has death 
from bleeding been partially curbed, 
decreasing by trom 1939 to 
1948 (see graph). Although there 
were probably some fortunate, well- 


more 


more 
as a 


staffed institutions with large serv- 
ices that did not have a hemorrhagic 


death for this period, such was not 
the case for the country at large. 

In 1948, hemorrhage accounted tor 
32.6°5 of all maternal deaths, in 
actual figures 3.g hemorrhagic deaths 
per 10,000 live births. further 
analysis indicates that of the 1,345 
women dying from hemorrhage, 
about one-third were nonwhite. A 
nonwhite mother’s risk of death 
(over-all) was more than 3 times 
as high as that for a white mother.’ 
Obstetric hemorrhage, inclusive 
term for postpartum hemorrhage, 
placenta previa, and abruptio pla- 
centae, and including trauma and 
shock, should have been more ef- 
fectively curbed. 

Shock, the usual cause of death 
from blood loss, is accentuated by 
such maternal complications as ane- 
mia, trauma, prolonged labor, and 
toxemia of pregnancy. Death from 
hemorrhagic shock, however, is pre- 
ventable. In obstetrics, the usual 
story is not that of fierce and un- 
controlled hemorrhage tor a few min- 
utes and then sudden death. Rather, 
the course of events is one of steady 
moderate bleeding over a period of 
several hours ending in shock and 
death, because no one became alarm- 
ed early enough. According to one 
study, the average time between de- 
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Hemorrhage 
trauma, 
or shock 


Toxemia 


Otmer 
causes 


livery and death was as long as 
five hours and twenty minutes.’ Too 
often, obstetric bleeding is allowed 
to continue until shock is irreversible 
and blood transfusions are useless. 
Mothers die in other ways as a 
result of hemorrhage. Patients are so 
weakened by blood loss that they 
succumb to infection. Accidents oc- 


cur in the best staffed hospitals in 


Hemorrhage, trauma, 
Maternal Infection \ Moternal 
deaths deoths 
per 20 -80% infection age 
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spite of precautions, and patients oc- 
casionally die from incompatible 
blood. Experiments by Trueta and 
associates’ have led to a recognition 
of the crush syndrome in obstetric 
paticnts, a cause of death which 
may follow hemorrhagic shock. In 
this syndrome, the pathologic lesion 
allegedly occurs in the renal cortex 
and, during the ensuing “nephrosis,” 
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death occurs up to two weeks post 
partum from anuria and nitrogen re- 
tention. 


ven if the patient survives a se- 


vere hemorrhage, she may die from 


its effects years afterward. Sheehan 
performed autopsies in 147 cases of 
fatal obstetric shock, am unusual rec- 
ord these days.* If the patient had 
survived more than twelve hours aft- 
er the shock episode, an infarction 
of the pituitary gland was found. 
With reference to this last finding, 
Sheehan correlated hemorrhagic shock 
with acute necrosis of the anterior 
pituitary gland and subsequent 
chronic pituitary disease.” In Shee- 
han's syndrome, the patient progress- 
ively develops inhibition of lactation, 
weakness, loss of libido, amenorrhea, 
epilation of pubic and axillary hair, 
genital atrophy, asthenia, hypothy- 
foidism, and debility, with ultimate 
Coma and death ensuing years after 
the initial obstetric shock. Examina- 
fion of the pituitary gland in such 
€ases discloses fibrotic replacement of 
Over three-quarters of the anterior 


portion. Although patients have beer 


reported with Sheehan's syndrome, 
probably many go unrecognized. 
Uterine bleeding after delivery is 
controlled by periodic uterine con- 
actions, retraction of muscle fibers, 
and the clotting mechanism.* The 
first of these can be maintained for 
a few minutes by the use of oxytocics, 
but certainly not permanently. Re- 
traction, especially of the innermost 
muscular layers just beneath the 
decidua, causes a gradual muscular 
closure of the large sinuses of the 
uterine wall so that, when the nor- 
inal puerperal uterus is not con- 
tracting, bleeding is controlled. Seem- 
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ingly, both precipitous and prolong- 
ed labors interfere with retraction, 
and atonic hemorrhage may follow. 

In the final analysis, the control 
of bleeding rests in the formation, 
maintenance, and organization of 
thrombi at the placental site. Any 
disturbance in this mechanism can 
produce an abnormal loss of blood. 
When not due to other causes, such 
us retained placental tissue, delayed 
hemorrhage twelve to twenty-four 
hours after delivery may indicate ab- 
normalities in the clotting mecha- 
nism. Protamine sulfate, 50 to 100 
ing., administered intramuscularly 
every four hours until the bleeding 
is controlled and intravenous tolu- 
idine blue, 250 mg., may be useful 
in cases of puerperal hemorrhage if 
other causes of bleeding are elimi- 
nated.” Whether the bleeding factor 
in the blood is heparin or heparin- 
like, specific or nonspecific, is largely 
of academic interest, for the proper 
use of this method will save lives. 
More specificity for protamine and 
toluidine is obtained if only bleed- 
ing patients with elevated titrations 
lor heparin-like substance are treated. 

Cases of afibrinogenemia have oc- 
curred following obstetric hemor- 
rhage. The blood of these patients 
diges not clot, and they are usually 
doomed unless purified fibrinogen 
or 300 to 500 cc. of uncitrated blood 
and enormous amounts of citrated 
blood can be obtained and admin- 
istered intravenously. Apparently, 
anticoagulant drugs will not affect 
puerperal blood loss. Gelfoam and 
other hemostatic agents are not use- 
ful as uterine tamponade. 

It has been suggested, for our think- 
ing, that the term the “third stage 
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ot labor” be replaced by the “pla- 
cental stage,” or that we employ 
the “fourth stage,” since most difh- 
culties with hemorrhage occur after 
delivery of the placenta, theoretically 
after the third stage of labor. The 
teachings of Warnekros (1918) have 
been sustained and reemphasized: 
The placenta separates within nine 
minutes in most cases and separates 
irrespective of oxytocics—Ergotrate or 
Pituitrin. Blood loss, however, 
most effectively reduced by the com- 
bined use of slow delivery and intra- 
venous oxytocics administered during 
the late second stage of labor. This 
method favors natural expulsion of 
the infant by the uterus, often atonic 
and depressed by the analgesic and 
anesthetic agents employed in mod- 
ern obstetrics. 

The conservative treatment of the 
placental stage (Ahlfeld), in which 
the accoucheur waits for hours or 
days for separation or resorts to 
saline injections of the cord, has 
been replaced by active manage- 
ment in which the obstetrician waits 
no longer than twenty minutes for 
separation and manually removes the 
placenta early in all cases with active 
bleeding. Seemingly, this later man- 
agement does not increase morbidity 
from uterine invasion, but does de- 
crease blood loss. In fact, one am- 
bitious physician invaded the uterus 
following more than 1,000 consecu- 
tive deliveries without mishap. 

According to accurate measure, 
bleeding from the uterus post partum 
averages 125 cc.; total blood loss 
is 375 cc., including the episiotomy. 
The greater blood loss from the 
episiotomy can be most effectively 
curbed by shortening the time of 
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perineal repair.” Moreover, a total 
of 375 cc. for the average case is 
dangerously near the 500-cc. mark, 
arbitrarily the dividing line for hem- 
orrhage. Underestimating obstetric 
blood loss is universal. The inci 
dence of hemorrhage, 2 to 3%, is 
often affected by the current interest 
of the attending staff in the subject. 

As to the causes of postpartum 
hemorrhage, predisposing factors may 
initiate a sequence of events which 
can be avoided. An adequate pre- 
natal history, including a previous 
history of puerperal hemorrhage, is 
sufhcient to place the physician on 
guard. The early recognition and 
treatment of anemia during preg- 
nancy is good insurance in case of 
bleeding accidents. Likewise, die- 
tary instruction and other aspects of 
intelligent prenatal care will strength- — 
en maternal defenses against hemor- 
rhage. Precipitous labors and inertia — 
will warn the physician of the dan-_ 
ger of hemorrhage, as well as will 
multipie pregnancy, —hydramnios, 
large babies, profound analgesia and 
anesthesia, and difficult operative de- 
liveries. 

Prophylaxis against hemorrhage— 
might include the routine typing of 
all obstetric patients. Slow delivery 
over a three- to four-minute period 
of time and the use of oxytocics— 
Ergotrate or Pituitrin—with the an- 
terior shoulder if the doctor has had 
experience, or after the placenta if 
not, will reduce placental blood loss. 
Early delivery of the placenta, with 
careful inspection for missing por- 
tions, is an established practice. Many 
feel that all deliveries should in- 
clude routine inspection of the va. 
gina and cervix. Certainly patients 
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bleed 


does not 


who suddenly, or whose pla 


centa separate, should be 


investigated promptly. 


Ihe active causes of hemorrhage 


include instances ino which 


not only 
the preceding factors were omitted 


misjudged, or mishandled, but con- 
addition, of uterine atony, 
uterus and birth 
tumors of the 
uterus, inversion of the uterus, and 
deficiencies the clotting mecha- 


sist, in 
lacerations of the 


canal, unsuspected 


nism. 
In case of hemorrhage, the fol 
lowing systematic regime will con- 
‘trol 
1| Immediately deliver the pla 


conta, by expression or manual re- 


Cases: 


moval, 

2| Give an Ergotrate 
4/320 gr. intramuscularly or intra 
Yenously, or Pituitrin 1 cc. intramus- 
Cularly or o.2 cc. intravenously fon 


OXVLOCIC, 


Fapid action 

Massage the fundus. 

If bleeding continues: 

Examine the placenta and 
promptly explore the uterus; palpate 
for retained placental fragments, 
tears, and tumors. 

5] With the fist inside the uterus, 
briskly massage the uterus through 
the abdominal wall until it contracts. 
Repeat the oxytocic drug. 

6) Expose the and 
for inspection; suture all lacerations 


vagina CETVIX 

If bleeding continues: 

7) Pack the uterus and vagina, top 
to bottom. If the patient has been 
packed correctly, should 
cease. If not, hysterectomy 


bleeding 
may 
be indicated. Most obstetricians have 
regretted the cases they packed twice 
Although 
a uterine pack, 


some authorities advise 


against their objec 


tions are principally academic. Gauze 
packs, 8 and iz yd., kept wrapped 
and in sterile jars should be ready 
lor use by the average physician on 
all obstetric floors and in the doctor's 
obstetric bag. A hysterectomy is also 
indicated if uterine tears or rupture 
is discovered. This operation may 
be advisable in some cases with uter 
iné myomas. 

Supportive measures include intra- 
venous saline, 20°, glucose, plasma, 
and albumin, but only as stopgaps. 
Such agents will raise the blood 
pressure and combat shock only 
while running in the vein. All pa- 
tients in hemorrhagic shock should 
receive whole blood, usually at least 
because the amount of 
bleeding is always underestimated. 
feamwork is essential getting 
these patients treated. 

Attention has been directed to the 
pulse rate as an indication of vas- 
cular tone. If the patient has a 
normal blood pressure but has sus 
tained a hemorrhage, and the pulse 
rate is over 110 per minute, 500 CC. 
glucose may be administered 
intravenously. If the pulse rate fails 
minute, a 


1,000 CC., 


ot 20 0 


to drop below per 
second bottle of glucose started 
but is followed immediately with a 
whole blood transfusion. 

In the absence of toxemia of preg 
nancy, a clysis of 1,000 to 1,500 Cc. 
of saline may be given to support 
the depleted blood volume. With mas- 
sive hemorrhage, large transfusions 
under pressure may be necessary. In 
fact. intraarterial transfusions 
have been used on hypotensive pa 


blood 
ticnts after massive hemorrhage with 


cncouraging results. Morphine 
«lministered for restlessness. Because 
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of cerebral hypoxia, oxygen is given 3. Trueta, Raspall J., Barclay, A. E.. 


in the headdown position. Pressor Daniel, P. M., Franklin, K. J., and 
Pritchard, M. Studies of the Renal 


drugs, ephedrine and adrenalin, are Circulation, G © Thomas, 1947. 
not helpful. }. Sheehan, H. L., Lancet 254:1, 1948. 
é, 5. Sheehan, H. L., Murdock, R. Am. J. 
Obst. & Gynec. 45:456, 1938. 

1. Children’s Bureau Statistical Series 6, Odell, L. D., Randall, J. H., and 
No. 6 Federal Security Agency, Wash Scott, G. W. J.4.M.A. 133:735, 1947: 
ington, D.C., 1950. 7. Lathrop, C. A., Dieckmann, W. J,, 

2. Dieckmann, W. J., Odell, L. D., and Allen, J. G. Am. J. Obst. & 
Williger, V. M., Seski, A. G., and Gynec. 59:897, 1450. | 
Pottinger, R. Am. J. Obst. & Gynec. 8. Odell, L. D., Seski, A. Am. J. Obst, 
54°415, 1947- Gynec, 54:51, 1947. 


Postpartum hemorrhagic shock syndrome causes necrosis of 
the anterior pituitary gland and lesions in the renal cortex. 
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complications of late preg- 
nancy associated with hemorrhage 
are major factors in maternal mor- 
bidity and mortality and contribute 
“appreciably to loss of fetal life. 

Although hemorrhage has climbed 
to first place as a cause of maternal 
death, outranking infection and the 
toxemias, modern management has 
robbed it of much of the terror of 
past decades. Early diagnosis, hos- 
pitalization, rational obstetric man- 
agement, and the ease of blood and 
fluid replacement have reduced ma- 
ternal hazard to the vanishing point. 
Indeed, it can be said that death 
from one of the complications asso- 
Giated with hemorrhage is prevent. 
able by present standards. 


Placenta Previa 


He placenta is normally implant- 
high im the uterine cavity. 
Once in 100 or 125 pregnancies its 
attachment is low in the uterus in 
the region of the internal os of the 
[his abnormal implantation 
is known as placenta previa. 


CCTVIX. 


Various degrees have been describ- 
ed, depending on the extent that the 
mternal cervical os is covered by 
placenta. If covered completely, we 
describe the condition today as total 
placenta previa (Fig. 1a); if partially 


* Joseph Bolivar 
Chicago Lying-in Hospital. 


covered, it is designated as partial 
placenta previa (Fig. 1b and c). In 
at least 1 of every 3 patients, the 
lower margin may extend to the level 
of the internal os or the placenta 
may be partially attached to that 
portion of the uterus which is or will 
become the lower uterine segment. 
Thus it may be significant clinically. 
This condition is described as a lou 
implantation (Fig. 1d). 

The degree of placenta previa is 
determined by pelvic examination. 
This may be necessary before or 
during active labor. The extent of 
placental coverage of the internal os 
is not a static condition and may 
change as effacement and cervical 
dilatation progress. 

Thus, if the patient has a closed 
cervix, the edge of the placenta may 
be palpated at the edge of the cervi- 
cal os. When labor has progressed 
until the cervix is dilated to 5 cm., 
the placenta may overhang the edge 
and partially cover the opening. 
This occurs because the cervix pulls 
away from the placental attachment 
as effacement and dilatation progress. 

The old term, “central placenta 
previa,” is no longer useful, for it 
denoted the fact that the central 
portion of the placenta covered the 
os and that the opening would re- 
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Fig. 1. Degrees of placenta previa: [a] total, [b-c] partial, [d] low 


main completely covered regardless 
of the extent of cervical dilatation. 
Obviously, with modern manage- 


ment, total placenta previa would be 
treated long before complete dilata- 
tion. 


ETIOLOGY 


Many factors have been implicated 
in the causation of placenta previa. 
However, the specific cause is not 
known. 

The complication is more common 
in the multigravid woman and in. 
creases in frequency with the num- 
ber of pregnancies. There must be 
some factor or factors in the woman 
who has had children which predis- 
pose to this abnormal implantation. 
Endometrial and decidual variations 
have been considered significant. 
However, it has been our impression 
that alteration the transport 
mechanism by which the fertilized 
ovum reaches the ultimate site for 
implantation is the most logical ex- 
planation. 

After fertilization, the egg remains 
in the fallopian tube for about 
seventy-two hours, most of which 
time it is near the cornua. It is 
then moved into the uterine cavity 
and does not attach itself for three 
or four more days. During this peri- 
od it is subject to movement by uter- 
ine motility, fluid in the cavity, and 
surface architecture. These various 


Modern Medicine, Nov. 1, 1951 


forces may operate to move the 
fertilized ovum to the lowermost por- 
tions of the cavity, where its attach- 
ment and placentation must result 
in placenta previa. 


DIAGNOSIS 


Placenta previa is diagnosed from 
the patient's history, findings on pel- 
vic examination, and roentgen visu- 
alization of the placenta. The diag- 
nosis is not difficult in most cases. 
Any woman who has _ painless 


bleeding in the latter part of preg- 
nancy has placenta previa unless this 
condition is ruled out. The initial” 
bleeding episode may occur at mid-— 
pregnancy or even earlier but is usu- 


ally delayed until the last trimester. 
Undoubtedly, some abortions are the 
result of placenta previa, but this 
diagnosis is rarely made. 

The initial episode of vaginal 
bleeding has been designated as the 
“warning hemorrhage” and should 
alert the physician to the possibility 
of placenta previa. The amount of 
bleeding will vary in different pas 
tients; it may appear as a stain on 
the bed sheet, a sudden trickle from 
the vagina, or as considerable blood 
loss. Usually the bleeding subsides. 
to recur again and again. Any bleed. 
ing episode may be copious enough 
to endanger the patient seriously. 

That bleeding will occur in the 
patient with placenta previa is as in- 
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evitable as night following day. Nor- 


mally, the placenta is attached high 
up in the corpus, and the physio 


logic which result in’ the 
slow obliteration of the long cervical 
canal and the creation of the inac- 
tive lower uterine segment will not 
interfere with placental attachment. 
With placenta previa, this process of 
eflacement must invariably result in 
placental separation 


changes 


treas of and 
bleeding from torn sinuses. 
Effacement may begin early in the 
last trimester of pregnancy, leading 
to the warning bleeding at this time, 
or it_ may be delayed in the multi 
gravida until or near the beginning 
of labor. Since these 
tchanges in preparation for labor are 
progressive, repeated 
bleeding occur at irregular intervals 


physiologic 
episodes ol 


until 
Jabor or 
Thage. 
@ach bleeding period depends on the 
of the disrupted blood chan- 
nels 

The hazards of 
for the mother are 
rhage and infection. The 
of the placenta to the lower uterine 
Segment and vagina results in exten- 
vascularization of areas 
The thin-walled lower segment loses 
Normal elasticity and minor manipu- 
trauma. 


the patient goes into active 


sustains a serious hemor 


The amount of blood lost at 


placenta 
twolold: 


previa 
hemor 
attachment 


these 


lations serious 
Repeated episodes of bleeding result 
ing from continued 


ment and early dilatation 


Cause 
cervical etface 
provide 
the ideal stage for infection. 

The proximity of the placenta to 
which normally harbors 
organisms, and to manipulations in 


the vagina, 


cidental to delivery increases the haz- 
ard of infection. Bleeding alters the 
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normal biologic relationships of the 
vaginal flora and favors pathogenic 
organisms. 

Lastly, the thrombi in the placen- 
tal site may be more easily infected, 
resulting in thrombosis and embo 
lism. Thus, more women die today 
from puerperal infection and throm 
bophlebitis than from blood loss. 

It is important to recognize these 
hazards, for in our increased zeal to 
save babies, women whose fetuses are 
not viable or at the borderline of 
viability are sometimes allowed to 
continue pregnancy after the diag- 
nosis of placenta previa has been 
established. Any attempt to prolong 
a pregnancy in the interests of the 
baby must be safeguarded by meas 
ures to combat sudden blood 
and infection and particularly puer 
peral thrombophlebitis. We must not 
increase the maternal hazard in order 
to improve the fetal salvage. 

\ positive diagnosis of placenta 
previa need not always be established 
at the sign of the first warning 
bleeding, nor is this always possible. 
However, the patient should be sent 
to a hospital for observation. She 
should) be typed, and compatible 
blood should be made available. An 
abdominal examination will provide 
information concerning the size and 
presentation of the baby. A movable 
high presenting part may indicate 
placenta previa. 

It is usually desirable to do a 
vaginal examination even though 
prolongation of the pregnancy is con 
templated. Some cause other than 
placenta previa may be uncovered 
to account for the bleeding. The ex 
amination should be done in the 
delivery room and under sterile con 


loss 
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ditions. Facilities for blood replace- 
ment, delivery from below, and ce- 
sarean section should be available. 

If the pregnancy has not advanced 
to at least thirty-six weeks (four weeks 
from term) and the blood loss has 
been small, the vaginal examination 
should include the palpation of the 
cervix, its visualization by means of 
a speculum, the determination of 
presentation and position, and a 
study of the relationship of the pre- 
senting part to the pelvis. If the 
presenting part is not engaged in 
the pelvic brim and cannot be easily 
impressed, one should think of pla- 
centa previa on the posterior wall. 
Furthermore, breech presentation is 
more apt to occur in cases of placenta 
previa. It is not necessary to intro 
duce the examining finger into the 
cervical canal in order to palpate 
the placenta. 

If the pregnancy has advanced be- 
vond thirty-six weeks and the bleed 
ing has been moderate or profuse 
or is continuing, the cervical canal 
must be invaded. The sponge-like, 
soggy placenta can be palpated read- 
ily between the examining finger and 
the presenting part. The extent of 
coverage of the cervical os should 
be determined, but care must be 
exercised not to separate additional 
areas of placenta. 

If no placental tissue is palpable 
over the os, the examining finger 
should explore the lower uterine seg- 
ment for a distance of 5 or 6 an. 
in all directions to uncover the edge 
of a low-lying placenta. Once pla- 
centa previa has been diagnosed and 
its degree noted, appropriate treat- 
ment can be instituted. 

Roentgenologic methods for the 


Modern Medicine, Nov. 1, 1951 


OBSTETRICS SYMPOSIUM 


diagnosis of placenta previa are used 
in some institutions but are not es- 
sential. 

The soft tissue technic first sug- 
gested by Snow and Powell is the 
inost widely used. This method of 
placentography is based on the vis- 
ualization of an area of thickening of 
the structures between the fetal head 
and the outer uterine wall. Brown 
and Dippel have pointed out that 
a single lateral film viewed with a 
large frosted light bulb may serve very 
well to visualize the placenta. The 
procedure of introducing contrast 
media or air into the bladder to help 
locate the: placenta is not popular. 

It is not always possible to visual- 
ive the placenta, and even enthusiasts 
of placentography recognize that 
positive results are not found in 
more than g of 4 patients. Further- 
more, a diagnosis can be established 
in most patients by a careful vaginal 
examination which, in addition, will 
provide pertinent information about 
the character of the cervix, the de 
gree of placenta previa, the size ol 
the pelvis, and other data. This in 
formation is necessary to determine 
the best management. 

Differential diagnosis of placenta 
previa is not difficult. In a few pa 
tients, abruptio placentae must be 
considered. The accompanying table 
highlights the differences between 
these two complications. 

Minor complications such as ero 
sion, cervical polyp, rupture of a 
small vaginal varicosity, or urethral 
bleeding may cause painless bleeding 
and are readily ruled out by examina- 
tion. Rarely, a carcinoma of the cer- 
vix may produce bleeding, so a 
speculum examination of the cervix 
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DIFFERENTIAL DIAGNOSIS: PLACENTA PREVIA AND ABRUPTIO PLACENTAE 


Placenta Previa 


Abruptio Placentae 


Present in 40 or 50%, 


Usually a prominent symptom 


Little or profuse. Usually con 
tinues. External blood loss rare 
ly a measure of total blood loss 


May be larger than expected for 
period of gestation because of 
concealed hemorrhage; hard; 


TOXEMIA OF Absent 

PREGNANCY 

PAIN Absent 

BLEEDING Little or profuse. Recurs again 
and again. External blood loss 
always a measure of total blood 

ty loss. 

UTERUS Normal in size for period of 
yestation; soft; fetal parts easily 
palpable, Uterine motility nor 
mal in labor. 

BABY \live and rarely jeopardized by 
maternal hemorrhage. 

PLACENTA Palpable over the os on vaginal 


examination, 


is essential. Of the last 200 patients 
who were sent to the Chicago Lying 
in’ Hospital for painless bleeding in 
the latter half of pregnancy, 40°, 
had placenta previa. 


IREATMENI 


The therapy for placenta previa has 
undergone radical changes in the last 
two decades, and maternal mortality 
has been reduced to the vanishing 
point, 

Several of the time-honored meth- 
ods of treatment have become obso 
lete and are of historical interest 
only. Vaginal and uterine tampon 
ade, the use of a bag or colpeuryn 
ter, and Braxton Hicks’ version, in 
which the polarity of the fetus ts 
changed so that the buttocks of the 
baby can be used as a tampon against 
the placenta to control bleeding, 
have no place in the modern man- 
agement of this complication, 
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woody in consistency; tender to 
palpation. Uterus is tonic and 
motility is abnormal, 

Dead in serious or total abrup 
tio placentae. Often seriously 
jeopardized by placental separa 
tion. 

Not palpable over the os or in 
lower uterine segment 


If active treatment has been de 
cided upon because the bleeding is 
continuous or profuse, repeated epi- 
sodes of bleeding have recurred with 
medical supervision, the baby is large 
enough to survive extrauterine exist 
ence, or labor has started, the physi 
cian must decide between delivery 
through the birth canal and cesarean 
section. The findings on vaginal ex 
amination will largely determine the 
mode of delivery. 

The multigravida with a soft patu- 
lous cervix which is largely effaced 
and whose placenta covers a small 
area of the os—partial placenta 
previa—can best be delivered vaginal. 
ly. Simple rupture of the membranes 
is usually all that is needed to al- 
low the presenting part to descend 
farther in the pelvis, where it will 
exert pressure on the placenta to stop 
bleeding and, at the same time, ini- 
tiate labor. The labor is likely to be 
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short and uneventful although care- 
ful observation will decrease the haz- 
ard to mother and baby. 

If this simple procedure does not 
control the bleeding adequately, Wil 
lett’s method can be used to imple- 
ment it. The scalp of the baby is 
grasped by Willett’s forceps, a spe- 
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mal and need not provide a real 
hazard for the baby. The scalp 
wound can be sutured, and penicillin 
will prevent infection. This form of 
traction is a useful device in the man 
agement of placenta previa and 
should be used more extensively. 
Abdominal delivery has become the 


Fig. 2. Willett’s traction method in a case of partial placenta previa 


cially designed instrument, or a vul- 


sella and continuous but moderate 
traction is instituted (Fig. 2). Usu- 
ally a traction device can be set up 
so that the pull of a pound weight 
can be maintained on the head. This 
procedure will help control the 
bleeding and hasten onset of normal 
labor. 

The damage to the scalp is mini 
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most frequent method of delivery tor 
women with placenta previa but no 
more than half of such patients need 
be subjected to this major procedure. 
Total placenta previa should be 
treated by cesarean section. The pa- 
tient who has had an exsanguinating 
hemorrhage, one who continues te 
bleed even though the blood loss 
is only a trickle, or one who has had 
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several recurrent episodes of bleeding 
sufficient to be hazardous should have 
an abdominal delivery. 

\ patient who has to have her 


pregnancy terminated four to. six 
weeks from term and is not in labor 
can be delivered the most safely by 
cesarean section. An elderly primi- 
gravida whose baby is exceptionally 
valuable because the mother is near- 
of her reproductive 
best by abdominal 


end 
fare 


ing the 
career may 
delivery. 

Several cardinal principles must not 
be forgotten. In the first place, since 
the vascularized lower uterine seg- 
ment is especially vulnerable to in 
jury and infection, aumatic delivery 
has no place placenta previa. 
Secondly, although cesarean section 
has contributed much to the treat 
ment of this complication, the opera- 
tion is not without hazard. In the 
third place, abdominal delivery does 
not assure a living baby, for many 
premature infants fail to survive be- 
cause of resorption atelectasis, a fetal 
hazard largely peculiar to abdominal 
delive ry. 


PLACENTAL STAGE 


With delivery through the birth 
canal, the placental stage is exceed 
ingly important. Ergonovine should 
be administered intravenously as the 
delivered. The placenta 
should be expressed promptly on 
separation. If separation is not com- 
plete and bleeding continues, the 
placenta should be manually separ 
ated and removed. Manual removal, 
if done with due regard to asepsis, 
than continued 


baby is 


is less dangerous 


bleeding. 
Bleeding which continues after the 


placenta is out of the uterus must 
be controlled promptly. The repro- 
ductive passageway should be care- 
fully visualized for trauma, and torn 
areas should be sutured. If wauma 
is not visible, the uterine cavity 
should be carefully explored for in 
jury and for small fragments of pla- 
centa or accessory cotyledon, 
which should be removed. Careful 
exploration of the vagina, cervix, 
and uterine cavity should be followed 
by intravenous ergonovine. 

Sometimes bleeding continues from 
the placental site in the lower uterine 
segment where muscle is insufficient 
to constrict the sinuses. It may be pos- 
sible to visualize and suture a bleed 
ing sinus. At times, a uterine pack 
carefully placed to fill the entire 
uterus as well as the lower uterine 
segment may be necessary. Rarely, 
an abdominal hysterectomy may be 
the only procedure which will arrest 
the bleeding, but this is no easy 
operation and must be reserved for 
the experienced physician. 


Abruptio Placentae 
ips separation of the placenta in 


its normal location before the 
birth of the baby is known as abrup 
tio placentae. Varying degrees of 
placental separation can occur. 

Minute areas may separate and 
produce slight or no symptoms. How- 
ever, when a large enough portion 
of the placenta becomes detached to 
produce clinical symptoms or find- 
ings, abruptio placentae is evident. 


ETIOLOGY 


Abruptio placentae occurs with about 
the same frequency as placenta pre- 
via. It, too, is much more common 
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in multigravidas than in primigrav- 
idas. The reason for this is that 
hypertensive vascular disease is a 
common predisposing factor. In go to 
_ of patients with abruptio pla- 
centae, hypertension, albuminuria, 
and kidney damage have been dem- 
onstrated. The complication is rare- 
ly associated with eclampsia and _ is 
not frequent with preeclampsia. 

Trauma, which was once regarded 
as an important cause, rarely pre- 
disposes to premature detachment of 
the placenta. 

Mild or partial abruptio placentae 
consists of a localized separation with 
a small or larger retroplacental hema- 
toma. The condition may be asso- 
ciated with the toxemias of preg- 
nancy. Although it is more apt to 
occur late in labor, the complica- 
tion can occur during the latter part 
of pregnancy. These separations may 
result from degenerative changes i: 
the placenta with infarct formation 
or vascular changes in the placental 
site. 

If partial separation occurs during 
late pregnancy, the patient usually 
has pain over the uterus with tender- 
ness on palpation. External bleeding 
may occur, depending on the loca- 
tion of the separation. When_ the 
separation involves the edge of the 
placenta, some blood may escape to 
the outside if the membranes art 
dissected from their attachment over 
the internal os. Minor separations 
do not interfere with the fetal cir 
culation and no change in the fetal 
heart rate is apparent. 

Partial separation often occurs late 
in labor. Recognition of the condi- 
tion is extremely important for it 
jeopardize the baby when 


50 


may 
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prompt delivery is possible. The typi 
cal clinical course is as follows: 

A patient who may or may not 
have toxemia of pregnancy goes into 
labor naturally. The early part of 
the labor is normal and uneventful. 
Toward the end of the labor, a 
change becomes evident. The normal 
uterine contractions are replaced by 
prolonged, very painful contractions. 
The uterus fails to relax between 
contractions and remains rigid and 
tender to palpation. Usually, exter- 
nal vaginal bleeding is much more 
profuse than is normal at the end 
of labor. Simultaneously, the fetal 
heart tones become _ progressively 
slower and often irregular. ‘Thus, 
change in the character of the labor, 
external bleeding, and alteration in 
fetal heart rate and rhythm are the 
classic findings in mild or partial 
abruptio placentae. 

Serious or complete abruptio pla 
centae is most apt to occur late in 
pregnancy and is a frequent complica- 
tion of chronic hypertensive vascular 
disease. The patient, usually a multi- 
gravida, has excruciating discomfort 
over the lower abdomen. The pain 
is often constant in character but 
may have some rhythmicity. 

External bleeding usually appears 
with the pain. The blood loss may 
be very small or may be merely a 
serosanguineous discharge, because 
the bleeding behind the placenta may 
be concealed and fail to reach the 
outside. External bleeding may be 
profuse and continuous, with little 
accumulation behind the placenta. 

In some patients extravasation of 
blood takes place into the uterine 
wall, particularly beneath the serosa 


and decidua, beneath the bladder 
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peritoneum, and between the leaves 
of the broad ligaments. In this type, 
uteroplacental apoplexy, the blood 
loss is concealed in the patient's 
tissues. 

In the hemorrhagic complications 
of late pregnancy it is an axiom 
that the amount of external bleed- 
ing in placenta previa is always a 
measure of the blood lost, whereas 
in abruptio placentae the visible 
external blood loss is never an index 
of the amount lost. Thus, a patient 
with abruptio placentae may bleed 
to death into her own tissues. 

The uterus develops a hard, woody 
consistency and remains in a state of 
tone. If much concealed bleeding 
accumulates, the uterus becomes en- 


larged and asymmetric because the 


hematoma behind the placenta pro- 
duces a bulge. The rigidity and ten- 
derness make palpation of the fetus 
impossible. In the patient with utero- 


placental apoplexy, tenderness later- 
al to the uterus becomes more pro- 
nounced, indicating the extravasa- 
tion of into the cellular tis- 
sue of the broad ligaments. 

The baby is usually dead in a 
case of serious abruptio placentae, 
having succumbed from asphyxia. 
Multiple petechial hemorrhages are 
found in most of the organs at 
postmortem examination. Sometimes 
the doctor can elicit a history of 
violent fetal movements early in the 
course of this complication, follow 
ed by complete cessation of activity. 
These were the final efforts of the 
baby to obtain oxygen from a rap- 
idly failing supply. 

Shock develops rapidly in many 
women with serious abruptio pla- 
centae. The skin becomes cold and 


blood 
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clammy. [he pulse rate increases; the 
blood pressure drops. Previous hyper- 
tension may be concealed by the low 
blood pressure when the patient is 
first seen. 

The shock is usually induced by 
the blood loss. The small amount 
of external bleeding is no indication 
of the amount of blood lost from 
the patient’s circulation, Schneider 
has recently demonstrated that pla- 
cental separation produces _ large 
amounts of thromboplastin, which 
induces fibrin embolism and intra- 
vascular clotting. These widespread 
emboli may lead to shock and_ vas- 
cular collapse as well as to defibrina- 
tion and incoagulability of the pa- 
tient’s blood. 


DIAGNOSIS 


\bruptio placentae is not difficult 
to recognize because bleeding asso- 
ciated with pain in the latter half 
of pregnancy is usually pathogno- 

Phe patient who has lower ab- 
dominal pain without external bleed 
ing may have this complication. A 
uniformly board-like uterus, tender 
on palpation, is strong evidence ot 
placental separation. 

Localized uterine tenderness may 
be associated with degenerative 
changes in a fibroid tumor. Sudden 
accumulation of an excessive amount 
of amniotic fluid may cause marked 
uterine distention and the uterine 
wall will be painful pressure. 
Rupture of the marginal sinus may 
simulate abruptio placentae because 
slight marginal detachment 
does recur. Kellogg has called at 
tention to the fact that there is often 
some evidence of separation with 


some 
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placenta circumvallata. Placenta pre- 
via can be ruled out if the placenta 
is not found in the vicinity of the 
internal os by vaginal examination. 


IREATMENI 


Ihe therapy of abruptio placentae 
will depend on the extent of the 
separation, the time of its occurrence, 
the condition of the patient, and 
the viability and condition of the 
baby. 

Prompt recognition of mild or 
partial separation occurring late in 
labor and the institution of proper 
measures may occasionally save a 
baby’s life. 

The patient should be examined 
vaginally, and if the presenting part 
is engaged and the cervix nearing 
complete dilatation, simple rupture 
of the membranes may bring a suc- 
cessful conclusion. This procedure 
will hasten cervical dilatation and im- 
prove the quality of the labor mecha- 
nism. As soon as the cervix is com- 
pletely dilated and the presenting 
part deeply engaged, the baby should 
be delivered by low forceps. Regional 
anesthesia is desirable for the fetus 
whose oxygenation has already been 
impaired, providing the mother does 
not have contraindications such as 
marked hyper- or hypotension or 
serious blood loss. 

Caution should be exercised to 
prevent a difhicult delivery, because 
labor has not progressed sufficiently 
to allow extrication of a baby whose 
oxygen supply has been jeopardized 
seriously. Often these difficult pro- 
cedures do more harm to the baby 
than the additional period of labor 
and one defeats the very purpose 
of the operation. 
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Partial abruptio placentae appear- 
ing before the onset of labor or 
early in labor demands greater con 
sideration. The process may subside 
without interfering with the fetal 
heart rate and remain quiescent ot 
the condition may persist and fetal 
oxygenation become more impaired. 
Bleeding may continue and increase. 
If on careful observation these find- 
ings persist and progress, delivery by 
cesarean section should be consider- 
ed. Obviously, delivery from below 
may be long and hazardous, increas: 
ing the danger to the mother and 
jeopardizing the life of the baby. 

Total or serious abruptio placentae 
is one of the most dangerous compli- 
cations for the mother and almost 
invariably results in fetal death. The 
patient who is admitted in- shock 
should receive promptly all possible 
help. Ample amounts of suitable 
blood should be provided immediate- 
ly, for in few other conditions is ade- 
quate blood replacement more cru 
cial. 

The patient who ts in labor should 
be observed carefully to determine 
if she is making progress. The con- 
stant pain in the lower abdomen 
and the excessive uterine tone are 
deceptive. Often in spite of appar- 
ent uterine activity, the cervix fails 
to efface and dilate satisfactorily. A 
vaginal examination will reveal the 
true state. 

If labor is proceeding at a satis 
factory pace, simple rupture of the 
membranes will expedite delivery. 
Adequate preparations for blood re- 
placement should be made. The baby 
should be delivered by outlet for- 
ceps if necessary, but no major sur- 
gical intervention should be under- 
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taken. If there is little or no progress, 
as determined by changes in the 
cervix, and the patient's symptoms 
increase in abdominal de- 
livery should be undertaken. 

If the patient is not in labor, ce- 


severity, 


sarean section is the procedure of 
choice. Local infiltration or general 
anesthesia is usually safer than spinal 
anesthesia, At the operation, the uter- 
us and adjacent areas may show 
hemorrhagic extravasations and pete- 
chiae, typical of uteroplacental apo- 
plexy. Usually the evacuation of the 
baby and clots from the uterus and 
the administration of ergonovine 
Lrgotrate) intravenously will achieve 
good uterine tone and prompt con- 
trol of bleeding. 

Occasionally, the bleeding contin- 
ues because uterine contractility has 
been hampered by hemorrhagic ex- 
into the myometrium. 
such a uterus is 


travasations 


‘The 


removal of 


desirable, particularly in the multi- 
gravida who has children. We have 
removal of a 
uterus for continued hemorrhage, but 


never regretted the 


instances we have 
several 


in a number of 
had to do a_ hysterectomy 
hours after a cesarean section to con 
trol continued bleeding. 

In the rare case of serious abruptio 
placentae, the blood may lose its 
ability to coagulate in spite of ample 
blood replacement. This condition 
has been described by several au 


thors and has undoubtedly been re- 


sponsible for many deaths. Lhe co- 
agulation defect has recently been 
ascribed to a depletion in plasma 
fibrinogen and a reduction of pro- 
thrombin activity. 

The simplest way to detect this ab 
normal clotting tendency is to ob 
serve the size and stability of the clot 
in a sample of incubated blood. 
Plasma fibrinogen determinations are 
more accurate guides if they can be 
obtained. ‘The administration of 2 
to 8 gm. of fibrinogen may be life- 
saving. 


GENERAL MEASURES 


\ny patient who has vaginal bleed- 
ing should be sent to a_ hospital 
for observation and examination. No 
patient should be examined vagi- 
nally in the home. 

Liberal amounts of suitable blood 
should be made available promptly. 
If the patient is to be observed over 
an extended period of time she 
should remain in the hospital if a 
diagnosis has been established. 

A diagnosis should be made as 
soon as possible and the examina- 
tion should include an inspection of 
the vagina and cervix even though 
the latter is not invaded. 

Antibiotic therapy should be insti- 
tuted if the termination of pregnancy 
is to be postponed. This medication 
is continued until all bleeding has 
ceased and is resumed when termina 
tion of pregnancy is contemplated. 
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N several areas, particularly in the 

North and East, eclampsia is now 
seen only infrequently. This fact at- 
tests to the high standard of living 
and also to the adequate prenatal 
care available in these localities. 

In many rural areas and among 
the urban indigent classes, especial- 
ly in the South, eclampsia remains 
a major obstetric problem. It is dif- 
ficult to escape the fact, therefore, 
that dietary inadequacies may play 
a role in the development of this 
system complex. 

The key to successful treatment 
of the toxemias of pregnancy is 
primarily preventive in nature. Ade- 
quate prenatal care should assure 
every pregnant woman of a gesta- 
tion uncomplicated by toxemia es- 
pecially of the more severe variety. 
Indeed, the development of severe 
preeclampsia or eclampsia in such 
a patient should prompt a reevalua- 
tion by the physician of the wue 
adequacy of the care rendered that 
individual, 

The majority of women with 
eclampsia have not previously sought 
medical advice and are seen for the 
first time by the physician when a 
convulsive seizure occurs in the last 
trimester of pregnancy. Since 85°; 
of all obstetric deliveries in this 
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country are managed by general 
practitioners, it is most likely that 
the general practitioner will be the 
first to be presented with the prob- 
lem of management of the eclamptic 
patient. 

Little or no definite teatment can 
be offered such critically ill patients 
unless the physician has access to a 
well-equipped clinic or hospital. It 
seems logical, then, that unless fa- 
cilities are available, the doctor must 
content himself with treatment aim- 
ed at controlling the convulsions, 
preventing bodily harm, and trans- 
ferring the patient to the nearest 
hospital. 

For the emergency control of con- 
vulsions, sodium amytal in doses ot 
0.25 to 0.5 gm., administered intra- 
venously, is usually adequate. ‘The 
patient should be restrained and a 
mouth gag provided in case of fur- 
ther convulsions. It is worth noting 
that the administration of excessive 
amounts of a barbiturate intravenous- 
ly can be detrimental. Small doses 
of the drug, or none at all, should 
be given the deeply comatose patient. 

In transferring the patient, it is 
recommended that she not be placed 
in a supine position, but that the 
head be elevated at least 18 in. 
Acute pulmonary edema may occur 


* From the University of Tennessee College of Medicine and the John Gaston Hospital, 


Memphis. 


Modern Medicine, Nov. 1, 1951 


8&9 


OBSTETRICS SYMPOSIUM 


when a patient is placed in the 
supine position. Apparently, fluid 
and circulating blood from dependent 
parts of the body find their way 
to the lungs, and acute congestion 
results. 

Upon arrival in the hospital, the 
patient is placed in bed, again with 
head elevated. The initial sedation 
is repeated, if necessary; subsequent 
sedation is obtained by the intramus- 
cular use of sodium phenobarbital, 
usually in a dose of 3 gr. every six 
hours, For dyspnea or respiratory 
difficulty, nasal oxygen is given at 
the rate of 6 liters per minute. ‘To 
hypostatic pneumonia, — the 
patient is turned every 


avoid 
comatose 


hour. An indwelling catheter is in- 
serted into the bladder. 

Careful measurements of fluid—in- 
take and output—are recorded every 
six hours. Blood pressure, pulse, and 
respirations should be observed at 


frequent intervals and, if the pulse 
‘rises to more than 120 beats per 
minute, digitalization is probably 
Sadvisable. Because of the necessity 
for occasional operative deliveries, 
and also because of possible hemor 
trhagic complications, the patient is 
typed and cross matched, and at 
least of compatible blood 
is placed on reserve, 

It is grossly evident that these pa- 
tients are edematous, yet dehydration 
is obvious as shown by the dry skin, 
thick tenacious mucus in the upper 
respiratory tract, hemoconcentration, 
and suppressed urinary output. Most 
of the fluid is in the extracellular 
spaces and is not available, there- 
fore, for cellular metabolism. Addi- 
tional amounts must be furnished by 


CC, 


the intravenous route. 


oO 


The fluid of choice is 59% glucose 
solution in distilled water. Adminis- 
tration is begun and maintained at 
60 drops per minute. No more than 
1,000 cc. is given in a period ot 
six hours. twenty-four-hour total 
of 4,000 cc. may be given without 
fear of overloading the circulatory 
system, as long as it is administered 
slowly. 

For the majority of patients, the 
above regimen will result in marked 
objective and subjective improve- 
ment. It will augment a satisfactory 
urinary output and will be accom- 
panied by a decrease in the abnor- 
mally high blood pressure originally 
observed. 

Many patients die of eclampsia, as 
the direct result of intracranial hem- 
orrhage. It is essential, therefore, that 
critical levels of hypertension be re- 
duced. In such cases, when the blood 
pressure fails to stabilize at lower 
levels within a reasonable period of 
time, a regional nerve block in the 
form of continuous spinal or contin- 
uous caudal anesthesia offers a valu 
able method of control of convul- 
sions and hypertension. 

Once the convulsive aspect of the 
disease is brought under control, 
usually less than forty-eight hours 
after admission, plans must be made 
for termination of pregnancy if the 
patient has not yet delivered. A ster- 
ile vaginal examination is done and, 
depending upon the condition of the 
cervix and considering the parity of 
the patient, the physician makes 
plans to empty the uterus by the 
most conservative means. 

As physiologically sound as is the 
concept of fluid administration, it 
may result in undesirable effects if 
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used injudiciously. “Iwo complica- 
tions to be guarded against are [1] 
development of the low-salt syn- 
drome and [2] acute pulmonary ede- 
ma as a result of too sudden an in- 
crease in the volume of the circula- 
tory fluid. 

The latter complication is easily 
avoided by the slow administration 
of fluid as described above. 

It must be strongly emphasized 
that the treatment of eclampsia by 
regional nerve block is extremely 
hazardous in the hands of the in- 
experienced. Use of this technic de- 
mands a knowledge of spinal and 
caudal anesthesia in general as well 
as specific training in the continuous 
administration of local anesthetic 
agents by this route over long 
periods of time to critically ill in- 
dividuals. 

When a patient is comatose, for ex- 
ample, it is most difficult to ascertain 
with certainty the exact level of 
cutaneous analgesia. Cases have been 
reported in which anesthetic levels 
have been pushed to include high 
thoracic and even cervical segments 
of the cord, with resultant respiratory 
paralysis and, occasionally, death. 

‘There is no one method of treat- 
ment which can be applied to all 
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patients. ‘Therapy is of necessity 


highly individualized and depends 
upon many factors. The severity of 
the illness, the age and general con- 
dition of the patient, the presence 
ot hemorrhagic complications, wheth- 
er the patient has delivered and, il 


undelivered, the condition of the 
baby, the adequacy of the pelvis, 
and numerous other factors must be 
appraised. 

Employing the basic therapeutic 
plan outlined above for a large 
group of patients, it has been pos- 
sible to attain an uncorrected ma- 
ternal mortality rate of less than 5°. 
At the same time, fetal salvage has 
been more than 80°. 

In summary, it might be said that 
prophylaxis through good prenatal 
care is by far the most effective treat- 
ment of the toxemias of pregnancy. 
In cases of severe preeclampsia and 
eclampsia, however, the object is to 
empty the uterus by the most con- 
servative means at the best moment, 
remembering that the majority, at 
least 80°, of patients, can be de- 
livered from below. A combination 
of supportive and corrective measures 
is employed to suit the individual 
patient, based upon sound physio- 
logic principles. 
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almost a quarter million 


“Approximately one of every fifteen 
infants is allergic to cow's milk to some 
degree ...,” according to Clein in a 
recently published article.* These allergic 
reactions produce a multiplicity of 
strange, baffling, serious and apparently 
unrelated clinical syndromes. 


In Clein’s series of 140 distressed babies 
allergic to milk, “most babies were 
relieved of their symptoms almost 
immediately by discontinuing cow's 
milk in their formula and substituting 
Mull-Soy...’* These symptoms include 
eczema, pylorospasm, diarrhea and colic. 


Mull-Soy supplies (in standard 1:1 
dilution) essential protein, fat, carbo- 
hydrate and minerals comparable to those 
of cow's and goat’s milk. The fat in 
Mull-Soy is soy oil, a good source 

of unsaturated fatty acids. 


babies annually allergic to cow’s milk? 


Mull-Soy is a liquid, homogenized 
(vacuum-packed) food — easy to take, 
easy to prescribe. 


Available in drugstores in 15!2 fl. oz. tins. 


*Clein, N. W.: Cow's Milk Allergy in Infants, 
Annals of Allergy, March-April, 1951. 


Mull-Soy @& 


first in hypoallergenic diets 


for infants, children and adults 


The Borden Company 


Prescription Products Division, 350 Madison Avenue, New York 17 
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Cephalopelvic Disproportion 


FrORE the sixteenth century, the 
Brevis was imagined as a struc- 
ture which could give way and ex- 
pand under the impact of the forces 

’ of labor. Then the studies of Vesalius 
» and his students, which made it obvi- 
Sous that the available space in the 
pelvis was fixed, led to pelvimetry 
and were instrumental in establish- 
ing obstetrics on a scientific basis. 
From crude external to more pre- 
internal measurements, and fi- 
nally to roentgenologic pelvimetric 
technics, we have been able to learn 
a great deal about the spatial rela- 
tionships between the fetus and the 
birth canal—the cephalopelvic  rela- 
tionship. Our own particular group 
has been further interested not only 
in the measurement of the important 
pelvic diameters but in a descriptive 
approach to the over-all pelvic mor- 
phology, a subject that might be refer- 
red to as pelviography. Pelvimetry 
and pelviography are now so develop- 
ed that a fairly accurate prediction 
can be made of the ability of the 
fetus to pass safely through the birth 
canal when all other factors are con- 
sidered equal. 


Delineation of the limits of the 
cephalopelvic relationship which de- 
termine absolute disproportion has 
undergone repeated change over the 
past one hundred years. During that 
period the absolute indication for 
cesarean section based on pelvic con- 
traction has been defined in at least 
three different ways in obstetric lit- 
erature. 

A century ago, cesarean section was 
considered imperative only when de- 
livery through the vagina could not 
be effected by any means whatsoever, 
including craniotomy. Near the turn 
of the century, the operation was 
thought mandatory when vaginal de- 
livery did not permit a living child 
to be born. Today we may state that 
abdominal section is indicated when- 
ever a living child cannot be de- 
livered atraumatically through the 
vaginal route. Thus, because of the 
increasing safety of the cesarean pro- 
cedure, the interpretation of cephalo- 
pelvic disproportion has undergone 
a gradual change of emphasis with 
each successive generation of obste- 
tricians. 

While accurate roentgen technics 
for measurement of the pelvis are 
in general use, fetal cephalometry 
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has not yet attained the same de- 
gree of perfection, and many roent- 
gen pelvimetric technics do not in- 
clude head measurements. Hence 
most calculations are based on the 
average sized head with a biparietal 
of 9.5 cm., although a smaller head 
with a biparietal of g cm. or a larger 
one measuring 10 cm. could make a 
tremendous difference in the outcome 
of labor in any given pelvis, for 
the cephalopelvic relationship toler- 
ances are very small. 

When we think of the fit of two 
solid metallic objects to each other, 
it is understandable that a fraction 
of a millimeter might well make 
the difference between a perfect fit 
and no fit at all. Greater tolerances 
might pertain in a pair of shoes, 
although the variance of a half size 
could make a great deal of difference 
to the wearer. These rather labored 
comparisons are made to point up 
the fact that small disparities be- 
tween head size and pelvic diameters 
may make the difference between an 
easy spontaneous delivery and a dith- 
cult forceps delivery. 

Have we yet developed tools to 
appraise with great accuracy the 
small but important differences be- 
tween head and pelvic diameters? In 
general, the answer is in the nega- 
tive. 

For this reason many parturients 
with pelves of less than average size 
have to be subjected to a trial of 
labor to determine the proper course 
to follow. The trial of labor, then, 
tests not only some of the indeter- 
minable labor variables, such as the 
forces of the uterine contractions and 
the moldability of the fetal head, but 
also the probability of error in our 
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pelvimetric and cephalometric cal- 
culations. 

Nevertheless, present roentgen di- 
agnostic technics are of great value, 
for they at least permit Classification 
of cases into three functional cate- 
gories: [1] a small group of patients 
presenting absolute disproportion, 
[2] a larger number with borderline 
disproportion who are properly sub- 
jected to trial labor, and [3] the 
great majority with adequate pelves 
for whom, barring other complica- 
tions, a normal outcome may be 
predicted. 

Cephalopelvic disproportion may 
be conveniently discussed under 
headings related to the pelvic inlet, 
to the interspinous midpelvic level, 
and to the pelvic outlet. 


PELVIC INLEI 


At the inlet, it was formerly custom. 
ary to assess Capacity in terms ol 
the conjugate diameters. Not so long 
ago, the conjugate diameter served 
as the sole index of pelvic capacity. 
Specific indications for cesarean sec- 
tion were based on the length of 
this diameter alone. 

A reclassification of the pelvis ac- 
cording to inlet shape has revealed 
the fallacy of using the inlet antero- 
posterior diameter as the determinant 
for inlet capacity. While this meas- 
urement may be validly employed 
for the gynecoid (normally shaped) 
pelvis and for flat types, it certainly 
does not give the inlet capacity for 
the anthropoid pelvis, in which the 
transverse diameter may be smaller 
than the anteroposterior, or for the 
android (male) type, in which the 
angularity of the inlet precludes the 
use of any single inlet diameter as 
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an index of inlet Capacity. Since, 
therefore, diameters other than the 
anteroposterior may be necessary to 
evaluate inlet capacity and these 
other diameters can be measured 
only by roentgen technics, it be- 
comes necessary to resort to such 
study whenever a contracted pelvis 
is suspected, 

The preferable roentgen technic 
should reveal the inlet shape and 
permit measurements to be obtained 
in any of the inlet diameters. The 
Moloy precision stereoscope and the 
[Thoms or Torpin methods reveal 
inlet shape and size in this way. 

In our clinw, we have compared 
the diameter of the largest’ circle 
which will just fit the pelvic inlet 
with that of the circle which just 
fits the fetal head measured through 


Figure 1 


In general the largest circle that 
fits the pelvic inlet should be 1 
cm. greater than the head (Fig. 1). 
When the inlet approaches a tri- 
angular contour, however, such a 
circle is not an indication of pelvic 
capacity (Fig. 2). Likewise, at 
the midpelvic level, the inter- 
spinous diameter may be a better 
index to available space (Fig. 3). 


the biparietal plane, that is, at right 
angles to the long axis of the cranial 
vault (Fig. 1). On the basis of this, 
the circle that fits the inlet should 
be at least 1 cm. greater than the 
circle of the head. Since the bi- 
parietal diameter of the average sized 
head is 9.5 cm., the smallest inlet 
diameter should be at least 10.5 cm. 

There are several modifying factors 
to this statement. Since the shape of 
the pelvic inlet varies considerably, 
there will be a varying amount of 
residual space in placing the largest 
circle that will just fit the inlet. This 
residual space is greatest in the flat 
types and smallest in the round. Thus 
a flat pelvis with an anteroposterior 
measurement of 10 cm. and trans 
verse measurement of 14 cm. will 
contain the same circle as a round 


Figure 2 


\\ 


j 


Figure 3 
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imlet with an anteroposterior measure 
of 10 cm. and a transverse of 10.5 
cm., the limiting diameter being the 
anteroposterior; the flat pelvis will 
have extra space laterally while th 
round form will present a snug fit all 
around. Although the residual space 
is not completely functional, it per 
mits molding more readily within 
its confines and so, in a sense, in 
creases the available room. 

Perhaps the cases in which this 
comparison of head circle to pelvic 
inlet circle offers the greatest ad- 
vantage are those with definite an- 
droid inlets. In the extremes of 
these cases, the inlet approaches a 
triangular contour, with the widest 
transverse close to the promontory 
and the forepelvis considerably nar- 
rowed. In such cases, neither the 
anteroposterior measure nor the trans- 
verse of the inlet is an index of 
pelvic capacity, for the diameter of 
the largest circle that can be in- 
scribed into triangular form is con- 
siderably less than either its base 
or its altitude (Fig. 2). 

From the foregoing we may con- 
clude that any patient whose inlet 
has an anteroposterior or transverse 
measurement of 10.5 cm. or less 
should be looked upon as a potential 
candidate for cesarean section, unless 
the fetal head is small. While it is 
true that normal delivery can occur 
with this degree of contraction and 
does in 10 to 15°% of cases, especial- 
ly when the uterine contractions are 
very efficient, the majority of such 
patients will have to have cesarean 
sections or midforceps deliveries. 

Several factors modify the above 
definition of cephalopelvic  dispro- 
portion. The residual inlet space has 
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already been mentioned. Lhe extent 
of this space must be considered in 
the prognosis. The figures for the 
multipara in contrast to the primi 
para can be shaded slightly in favor 
of the multipara. 

Also, when the midpelvis does not 
further restrict the inlet capacity or, 
as sometimes noted, shows in- 
creased capacity because of a back- 
ward sacrum and straight or diver- 
gent side walls, delivery may be nor- 
mal in spite of the inlet restriction. 
However, any tendency of the mid- 
pelvis to restrict inlet capacity further 
has the opposite effect on the prog: 
nosis for atraumatic vaginal delivery. 


MIDPELVIC LEVEL 


At the midpelvic level we find serious 
grades of contraction which may 
pose an insurmountable obstruction 
to normal labor. The contraction of 
the midpelvis is not necessarily re 
lected by the available space at 
the inlet or, to put it another way, 
the midpelvis should be evaluated 
independently of the inlet. 

The interspinous diameter ofters 
the best single guide to midpelvic 
capacity (Fig. 3). As a working rule 
we should consider an interspinous 
diameter of g.5 cm. or less as evidence 
of a contracted pelvis. Experience, 
however, shows that it is not always 
possible to predict diiliculty on the 
basis of the interspinous diameter 
alone because the mechanism of la- 
bor permits the fetal head to slide 
forward or backward sufficiently from 
the interspinous plane to prevent 
passing squarely through it. 

When the sacrum is inclined well 
backward or the space in front of 
the spines is widened and well round- 
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ed out, therefore, the head may pass 
through a considerably narrowed in- 
terspinous diameter. lo demonstrate 
that the midpelyvic contractions must 
be considered in functional rather 
than am numerical terms, we might 
consider an anthropoid pelvis with 
prominent long spines and back 
ward Sacrull 
\lthough thie 
this 
walls of the midpelvis are 


straight and give the impression of 


ter case measures 


thie side 


transverse ampleness except at the 


spines. Lhe occiput engages in the 
posterior position, On reaching the 
midpelvis, forward rotation is ob 
structed by the spines, but the head 
hollow of the 


easily rotates to the 


sacrum and normal delivery follows. 
When the midpelvis is visualized as 
a whole and the variations of labor 
mechanics which take place therein 
are studied, a great deal can be pre 


P dicted about the outcome of labor 


PELVIC OUTLEI 


\t the outlet, the combination olf 
a forward lower sacrum and narrow- 
ing of the intertuberous diameter is 
indicative of so-called funnel pelvis. 
\lthough this may occur with any of 
the basic inlet forms, it is most often 
seen with the android type. Experi- 
ence shows that with these extreme 
funnel types, the midpelvis in 
variably contracted sufhciently to 
difheulty at that level, long 


before the reaches the actual 


cause 
head 


pelvic outlet. 
CLINICAL EVALUATION 


In conclusion, a few rules about the 
clinical evaluation. of cephalopelvic 
disproportion should be mentioned: 


UR 


® When the head fails to engage 
in the last few weeks of pregnancy 
in a primipara, studies of the pelvis 
are in order. While this failure to 
engage does not necessarily unply a 
contracted pelvis, the condition must 
be kept in mind. 


@ Midpelvic contraction should al 
wavs be suspected if the pubic arch 
is narrowed. The best way to assess 
the width of the arch is by impress- 
clenched fist between the 
tuberosities. 


ing the 


[The sacrococcygeal joint should 
be located by moving the coccyx 
backward and forward with an in- 
ternal and external finger. With the 
middle finger on that joint, the 
anteroposterior diameter of the out- 
let is marked off where the hand 
touches the undersurface of the sym 
physis. If this diameter is under 1) 
cm., a forward sacrum should be 
considered, 


@ ‘The ischial spines should be pal 
pated. Pelvimeters have been devised 
for measuring the interspinous diam 
eter but are impractical, The physi- 
cian should learn to evaluate the 
interspinous level and check by roent- 
genograms. 

@ Prominent spines, forward lower 
sacrum, and narrow pubic arch indi- 
cate possible contraction below the 
inlet and require roentgen evalua- 
tion. 


Uterine Inertia 


failure of the patient to 
achieve normal delivery through 
the natural passages is not infre- 
quently the result of poor uterine 
contractions. It is believed by some 
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that dystocia is more frequently due 
to this cause than to an abnormal 
pelvis. 

The condition generally referred 
to as uterine inertia is not easily 
defined in specific quantitative terms 


because, until recently, there has 


been no practical method of meas- 
uring the work done by the uterine 
muscle. Reynolds by means of the 
tokodynamometer and Steer using the 
electrohysterograph have made begin- 
nings in the physiologic study of 


uterine inertia, but their methods 
are still in the developmental stage 
and not available for routine use. 

Reynolds has shown that effective 
uterine contractions follow a wave- 
like pattern which is initiated in 
the uterine fundus and passes down 
to the lower segment. Thus the 
normal uterine contraction resembles 
the well-coordinated peristaltic wave 
seen in the ordinary activity of other 
smooth muscle tubular organs. An- 
other point brought out by his in- 
vestigations is that the ineffectively 
functioning uterus often contracts ac- 
tively and simultaneously in both 
upper and lower segments, so that 
the progression or retraction of the 
passive lower segment fails. 


DIAGNOSIS 


In spite of the more precise tools 
available to the physiologist, we still 
must rely on relatively simple clinical 
observations to establish the diag- 
nosis of uterine inertia. Primary uter- 
tne inertia may be said to exist when, 
after a reasonable length of initial 
labor, say twelve to eighteen hours, 
the uterus fails to develop a_ firm, 
nondimpling, sustained tone at the 
height of a contraction and, in ad- 


Modern Medicine, Nov. ]. 1951 


OBSTETRICS SYMPOSIUM 


dition, the cervix does not dilate at 
a normal rate. 

Primary uterine inertia, therefore, 
should not be confused with early 
normal labor. The pattern of labor, 
especially in the primipara, frequent 
ly shows a slow initial phase without 
apparent progress. This is most like 
ly to occur when labor starts in the 
presence of a long or firm cervix. 

False labor is another condition 
which must be distinguished from 
primary uterine inertia. Differential 
points are the irregularity of the 
false labor contractions, their failure 
to effect any change whatsoever in 
the dilatation of the cervix, and their 
cessation following sedation. 

Secondary uterine inertia may be 
said to be a phase of uterine exhaus 
tion and therefore presupposes that 
the uterus did initially contract well 
and etlectively. This condition is 
more easily recognizable and is not 
confused with any other condition 
except the cessation of uterine ac. 
tivity which occurs with rupture of 
the uterus. 


ETIOLOGY 


Ihe causes of primary uterine in 
ertia expressed in neurogenic terms 
have not been definitely established 

Most of the physiologic experi 
ments related to the sympathetic and 
parasympathetic action upon uterine 
musculature have been done in low 
er animals or in nonpregnant women. 
Since there are great structural dif 
ferences in the various mammalian 
utert and = distinct differences in 
hormone control at various periods 
of the menstrual cycle and preg 
nancy, the results that have been ob 
tained are necessarily confused and 
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controversial, Some of the clinical 
facts related to uterine inertia, how- 
ever, are well established. 

The condition is seen much more 
frequently in) primiparas than in 
multiparas. However, when a woman 
has had 6 or more pregnancies, in- 
ertia begins to reappear with increas- 
ing frequency. 

Uterine inertia is frequently seen 
when labor starts before term. Pre 
mature labor that starts spontancous- 
ly with the onset of contractions is 
usually as effective as labor at term, 
but when such labor starts in re- 
sponse to premature rupture of the 
membranes, the uterus is apparent- 
ly frequently unprepared, the 
resulting labor may be desultory. 
This lack of readiness also accounts 
for the ineffective contractions which 
often follow artificial induction of 
premature labor. 

Inertia also occurs with any labor 
in which the presenting part does 
not fully distend the lower segment 
and cervix. Reflex stimulation of the 
presenting part or the bag of fore- 
waters seems to be essential for good 
contractions. Hence, uterine inertia 
is not uncommon in breech, shoul- 
der, and extension presentations of 
the vertex, including the occipito- 
posterior position. It is also impor 
tant to remember that disproportion 
caused by a contracted pelvis may 
hold up the presenting part and pre- 
vent the reflex stimulus essential for 
good labor. 

A uterus which is the seat. of 
fibromyomas often does not contract 
adequately. It may be supposed that 
the tumors mechanically interfere 
with the normal progressions of the 
uterine wave of contractions, but 
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perhaps the reasons are not so simple. 

A condition referred to the 
dystocia dystrophy syndrome is some- 
times associated with inertia and is 
presumably the result of endocrine 
imbalance. Women with this condi- 
tion characteristically are overweight, 
have heavy bony structures, not in- 
frequently android pelves, masculine 
distribution of hair, large squarish 
hands with short stubby fingers, and 
coarse features with thick skin. Func- 
tionally they tend to have irregular 
menstrual periods and long periods 
of sterility. Their pregnancies are 
frequently complicated by toxemia. 
They also are prone toward post- 
maturity with large babies. Uterine 
response to pituitrin stimulation is 
diminished. 

Overdistention of the uterus, as 
with twins or hydramnios, may be 
a cause of uterine inertia. Infection 
of the amniotic sac in cases of pre- 
mature rupture of the membranes 
has also been related to this condi- 
tion. Such labors are frequently pro- 
longed and _ ineffectual. 

Fear is unquestionably a factor in 
the poorly functioning uterus. Evi- 
dence seems to support the view 
that the sympathetic nerve supply 
entering the uterus through the pre- 
sacral nerve is inhibitory to the 
uterine circular longitudinal 
fibers so that when stimulated by 
adrenalin, elaborated in response to 
stress, the uterine muscle is inhibited. 
The effective use of adrenalin to 
relax a contraction ring is probably 
based on this physiologic principle. 


TREATMENT 


In the management of uterine in- 
ertia, cases must be divided into 
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two groups, depending upon whether 
the membranes are ruptured. Pa- 
tients with unruptured membranes 
may be treated conservatively, with 
periods of induced rest and suppor- 
tive therapy for long periods of time, 
in the expectation that labor will im- 
prove and approach more normal 
standards. 

When membranes are ruptured, 
however, the problem is altered. As 
the uterus is drained of all residual 
fluid and gradually becomes closely 
applied to the fetus like an envelop- 
ing mold, a number of complications 
may ensue, such as uterine infection, 
contraction ring, and ischemia of 
uteroplacental sinuses. The latter 
leads to fetal anoxia and eventual 
intrauterine death. Although this 
train of events is not usually appar- 
ent until thirty hours or more of 
labor have elapsed, patients with in- 
ertia and ruptured membranes de- 
serve special attention because they 
may require active rather than ex- 
pectant treatment. 

First and paramount in the man- 
agement of uterine inertia is that 
the pelvis and the position of the 
child be carefully reevaluated to rule 
out malposition or contracted pelvis. 
\ careful vaginal examination sup- 
plemented by roentgenologic studies 
will frequently give invaluable in- 
formation not available from abdom- 
inal and rectal examinations. 

When the membranes rupture, the 
patient should receive some form of 
antibacterial therapy. The one most 
generally used is penicillin. The 
value of such therapy is to [1] pre- 
vent infection of the amniotic fluid 
and so protect the child against intra- 
natal pneumonia and [2] decrease the 
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hazards of a late cesarean section 
should all efforts to treat the condi- 
tion ultimately fail. 


MEDICAL TREATMENT 


The patient should be encouraged 
to be up and about, with intervals 
of rest. 

Since the labor may take many 
hours, nutrition and fluid support 
are important. Glucose infusions 
should be used freely. To avoid anes- 
thesia complications, solid food 
should not be given. 

Sedatives and narcotics—Drugs in 
this category generally do not im- 
prove the character of the labor 
but are administered to obtain rest 
for the patient. They should be given 
cautiously and in half doses, repeat- 
ed, if necessary, after a period of 
observation. 

Demerol, 50 mg., with scopolamine, 
0.0002 gm., is often sufhcient to pro- 
duce sedative effects. A few patients 
in the inertia group have cramplike 
uterine contractions and their uter- 
uses contract firmly throughout in 
both upper and lower segments. In 
addition, the intercontraction tone 
remains high, and for this reason 
they have pain even after the uterine 
contraction has relaxed. These pa- 
tients, who may be considered to 
have failure of normal bipolar con- 
traction mechanism, are benefited by 
morphine in 15-mg. doses. The drug 
may dramatically change poor inef- 
fectual labor of this type to one with 
quite normal contractions. 

Estrogens—In our hands, estrogenic 
preparations have had no effect in 
either initiating labor or improving 
its quality. 

- Calctum—Intravenous calcium glu- 
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conate, 20 cc. of a 20% solution, 


has been said to increase the contrac- 
tions of the uterus. A limited per 
sonal experience has not been con 


firmatory. 

Pituitrin preparations—The use of 
intravenous Pitocin in very dilute 
solution has recently gained rather 
wide usage in the treatment of uter- 
ine inertia. It has the advantage of 
permitting Cautious administration of 
a potent and otherwise dangerous 
drug in almost infinitesimally small 
dosage 

The solution is prepared by add- 
ing 10 minims of obstetric Pitocin 
to 500 cc. of 59% dextrose in water 
The administration should start with 
not more than 8 drops per minute. 
[he flow may be gradually increased 
up to 30 to 40 drops per minute 
after the patient’s resulting uterine 
action has been carefully watched 
and appraised. Pitocin should not 
be administered: 

When the pelvis is contracted suffi- 
ciently to preclude atraumatic vaginal 


delivery. Cesarean section is the treat 
ment in such cases. 


@ In “grand multiparas.” The uterus in 


such cases has a greater tendency to 


rupture 


@ When the uterus is contracting firmly 
us a whole without complete relaxation 
between contractions. Morphine should 


be used for these patients. 


@ xcept in vertex presentations 


@ Except in a well-equipped labor room 
where and oxygen are im 
mediately available if the uterus be 
tetanic 


anesthesia 


comes 

Segmental anesthesta—Caudal, low 
spinal, or pudendal nerve block has 
been noted frequently to effect a dis- 
tinct 
the cervix 


change in the consistency of 


This etlect is not pre- 
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dictable, and its mechanism is not 
understood. 

These technics have little place 
in the treatment of uterine inertia. 
In fact they frequently prolong labor. 
However, they are mentioned here 
because, on occasion, a rigid unyield 
ing cervix seems to be the chief ob- 
struction to labor and the cause ot 
its prolongation. The changes in the 
cervix resulting from segmental anes- 
thesia may act as the turning point, 
so that with increasing dilatation the 
efficiency of the uterine contractions 
will progressively increase. Pudendal 
nerve block should be tried first be 
cause it is the least likely to inter 
flere with the motor activity of the 
uterus itself. 


SURGICAL TREATMENT 


It has already been stated that uter- 
ine inertia with ruptured membranes 
may prove an unfavorable set of con- 
ditions. Hence it seems paradoxic 
that we should ever advocate artifictal 
rupture of the membranes to treat 
uterine inertia. 

Actually the poor prognosis that 
we associate with the dry uterus— 
inertia complex stems, in part, from 
the fact that we usually expect the 
contractions to improve after the 
membranes rupture. While actual ex- 
perience shows this to be true, there 
are no good rules for the selection 
of patients who will benefit from 
this procedure. 

There is probably general agree- 
ment that rupture of the membranes 
is of value when uterine inertia is 
associated with overdistended 
uterus, and contraindicated when in- 
ertia is associated with a poor fit 
of the presenting part to the lower 
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segment. Except for these conditions, 
rules cannot be stated unequivocally, 
Generally it is desirable to try a 
Pitocin infusion before resorting to 
artificial rupture. 

Rupture of the membranes with 
a three- to four-hour further trial 
of labor should be employed before 
final decision for cesarean section is 
made. With antibiotic therapy given 
simultaneously, this procedure should 
not increase the hazards of the sec- 
tion and may well effect distinct im- 
provement in the pattern of labor 
and thus avoid abdominal delivery. 
It must be remembered that it is not 
the simple rupture of the membranes 
which brings on more efhcient con- 
tractions but the volumetric changes 
in the uterus which result from 
drainage of most of the fluid. 

Unfortunately many cases of uter- 
ine inertia terminate in traumatic 
forceps operations. This is indeed 


poor therapy, especially when the cer- 


vix requires preliminary manual 
dilatation. 

If the condition of the mother and 
fetus is satisfactory, labor may be 
allowed to continue for long periods 
of time. It is regrettable that we 
measure labor in terms of total hours 
from inception to end. The obstetri- 
cian, the patient, and the family go 
by the clock. If we could express 
labor in the total number of minutes 
that the uterus contracts during la- 
bor, some of the forty. and fifty- 
hour labors would not be any longer 
than the more usual eighteen-hour 
labor. 

To be sure, there are indications 
for interference. Maternal distress, 
so called, appears most often in 
the form of a completely demoralized 
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individual who becomes fearful of 
impending danger, uncooperative, 
and eventually physically exhausted— 
a form of battle fatigue. The pre- 
vention of this condition properly 
Starts in the frequent antepartum 
visits, when a strong rapport can 
develop between patient and physi 
cian. Such rapport builds a sense of 
security, eliminates fear, and, in it- 
self, prevent poor uterine ac- 
tion. 

During labor, the reassuring man- 
agement by well-trained personnel 
gives the patient further confidence 
and does much to prevent the un- 
happy occurrence of maternal dis- 
tress. Sedatives judiciously adminis- 
tered in sufficient dosage to calm the 
higher centers without depressing 
uterine motor activity, together with 
maintenance of proper fluid balance, 
are important prophylactic measures. 

When, in spite of our best efforts, 
maternal or fetal distress supervenes, 
termination of labor becomes impera- 
tive. The reasons for interfering are 
obvious. After the maternal labor- 
stress syndrome appears, the patient 
rarely makes further progress. 

More recently, cesarean section is 
competing with more formidable vag- 
inal procedures, especially when the 
cervix is incompletely dilated or 
when inertia occurs and the pelvis 
presents borderline disproportion. If 
the possibility of cesarean section has 
been foreseen, as it should be in 
many of these cases, and the patient 
has been treated prophylactically 
with antibiotics, a low-segment cesar- 
ean section even after a long trial 
of labor offers a reasonably safe solu 
tion, providing the safeguards for 
first-class surgery are at hand. 


may 
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Abortion 


the term abortion. in- 
A cludes all interruptions of preg- 
nancy up to the stage of viability, 
will be limited to 


in the first three 
come that 


discussion 
occurring 
months, since 75° 
period of pregnancy. 
It is estimated that 
of all pregnancies are terminated 
by spontaneous abortion. No ac- 
means is available for esti- 
mating the considerable number of 
criminal abortions, since only a small 
proportion of the patients are hos- 
pitalized or can be traced through 
physicians’ records. 


this 
those 


about 


curate 


ETIOLOGY 

[he outstanding etiologic factor ts 
normal embryologic de- 
velopment of the fertilized ovum. 
[his has been shown by the micro 
SCOP appearance of Spec imens re 
covered from the fallopian tubes or 
in the early stage of implantation 
lining of the 
before the patient realizes she is 
pregnant (Hertig and Rock). 

Those make it a 
to save and examine the products 
of all early cannot fail 
to be impressed by the absence of 
within the 


failure of 


in the uterus, even 


who practice 


abortions 


embryonic formation 


%* Professor of Clinical Obstetrics, Emory 
hospitals, Atlanta. 
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small embryonic sac or by the often 
demonstrable rudimentary or de- 
formed appearance of the embryo. 
In fact, it is exceptional to find a 
healthy, apparently normal fetus. 

Contrary to the strongly held be- 
lief of the laity, trauma apparently 
has little effect in causing abortion, 
unless cessation of development has 
already made abortion inevitable. 
One has only to consider how difh- 
cult it is to interrupt a_ healthy 
pregnancy when therapeutic abortion 
must be performed by slow methods 
to realize how well the uterus toler- 
ates trauma. 

\s to the pathology of the process, 
death of the embryo or early fetus 
usually occurs first, because of embry- 
ologic error or secondary to hyda- 
tidiform change in the villi. ‘This 
change is probably secondary to fail- 
ure of vascularization of the villi. 
The cystic change often seen in the 
villi of an early placenta renders 
the villi totally unable to nourish 
the fetus. 

The thick decidual layer gradual- 
ly separates from the uterine wall 
through hemorrhagic change in the 
spongy layer, manifested by slight 
brownish discharge. The uterus be- 
comes irritable, regular contractions 
develop, bleeding becomes heavier 
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and bright, and the products con- 
sisting of the decidua, early pla- 
centa, and adjacent small amniotic 
sac are expelled, often as a cast of 
the uterus. 

Such a specimen may be exam- 
ined if opened by scissors from the 
small cervical portion up to the 
expanded fundal part where the 
amniotic sac may be identified. The 
sac is sometimes completely empty of 
embryonic formation, indicating that 
development ceased before definitive 
embryonic parts formed. Other speci- 
mens show an amorphous speck of 
embryonic tissue not larger than a 
kernel of wheat or rice; others have 
a small gray macerated embryo, defi- 
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cient in size. Applying the rule that 
the length of a normally developing 
embryo or fetus roughly corresponds 
to the square of the month in centi- 
meters, one may estimate at about 
what date development ceased. 

When pregnancy is slightly more 
advanced, the placental structure in- 
cludes anchoring villi which may 
hold part of the products in the 
uterus, thereby giving rise to further 
hemorrhage and, possibly, infection. 
When development has been normal 
up to the occurrence of abortion in 
the third month, the amniotic sac 
may rupture, followed by expulsion 
of the fetus and, after a variable 
time, the placenta. 


Near |Ensiform 


UmbilJ to Ensifomm 


Level of| Pubis 


Height of fundus according to rule of fourths 
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CLASSIFICATION OF TYPE 
The clinical aspects of abortion may 
be better understood by the follow- 
ing outline, which gives a working 
classification of abortions: 
Spontaneous 
1) Threatened 
Continuation of pregnancy 
Missed abortion 
2} Inevitable 
Complete 
Incomplete 
Induced 
1] Therapeutic 
2} Criminal 
In a minority of early pregnancies, 
brownish stain of a few 
most, of one to two 


a slight 
hours’ or, at 


days’ duration, unaccompanied — by 
pain, occurs at the time of what 
would otherwise be the first’ missed 
period. This discharge is to be re- 
garded as due to erosive effects ac- 


companying the embedding of the 
developing ovum. The date of con- 
finement should be computed from 
the preceding normal period. 

Quite often, bleeding is slightly 
more profuse than this and appears 
as a pink or bright red discharge, 
less in amount and shorter in dura- 
tion than the flow of a normal peri- 
od. Such bleeding has often been 
thought to be a partly inhibited 
period—the presumption being that 
conception occurred just before this 
atypical flow. The inference has been 
that if the date of confinement is 
computed from this atypical period, 
the delivery will actually occur some- 
what earlier than that date. In actual 
practice, however, delivery occurs at 
a date corresponding to this atypical 
period as though it had been a 
normal period followed by concep 
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uuon, and the patient should not be 
misled into believing that her de- 
livery will be early. 

Assuming that the last period was 
normal, the initial bleeding of a 
threatened abortion may occur two 
to three weeks after the first period 
is missed but more often appears 
between the second and third missed 
periods. 

The color and amount of the int 
tial discharge have a great deal ol 
prognostic significance. A brownish 
or very dark discharge, scanty at 
first, gradually becoming pink and 
finally bright red, and increasing to 
an amount requiring occasional 
change of pad, is strongly suggestive 
of a blighted product that will soon 
be expelled. The bleeding originates 
in the slow hemorrhagic loosening of 
the decidua. 

Corroborative evidence will usual- 
ly be found in a deficiency in the 
height of the fundus and the size 
of the uterus. Herein lies the im- 
portance of noting the height of 
the fundus at each of the first two 
monthly prenatal visits. The non- 
pregnant uterus is seldom palpable 
above the pubic crest. At the end 
of the second month of a normal 
pregnancy, the uterus can pal- 
pated one-fourth the distance from 
the pubes to the navel; at the end 
of the third month, one-half this 
distance, and so on, according to a 
rule of fourths (see illustration). 

If the pregnancy is two and one 
half months advanced, but the fundus, 
instead of being one-third the dis- 
tance from the pubes to the navel, is 
actually less than one-fourth the dis- 
tance, the prognosis is poor. One 
should abstain from anv effort, either 
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therapeutic or otherwise, to conserve 
the pregnancy. Rather, the patient 
should be allowed some activity 
about the house, to hasten expulsion. 
If the bleeding is sudden, bright 
red, and moderate to considerable 
in amount, the source is almost cer- 
tain to be a localized rupture of the 
marginal sinus, a delicate, membra- 
nous walled blood channel extending 
around the placental margin. This 
sinus collects maternal blood which 
has coursed between the villi, toward 
and under the chorionic plate, and 
uransfers it to the uterine veins. 
Bleeding is soon controlled by throm- 
bosis at the site of rupture and then 
becomes scant and brownish, a re- 
verse order of color change from 
that which characterizes the blight- 
ed product. The fundus is usually 
found at a level corresponding to 
a healthy pregnancy for the stage 
reached, as may be confirmed by 
rectal examination. Pains, if present, 
are usually mild and temporary. 
Since the fetus is normal and there 
is no placental separation, the prog- 
nosis is good. In these cases the physi- 
cian is wont to attribute the favor- 
able outcome to his therapeutic meas- 
ure—post hoc, ergo propter hoc. 
PREVENTIVE THERAPY 
In a recent analysis of 1,570 con- 
secutive patients with threatened 
abortion in private practice, 70% 
went to term, 20.3% passed blighted 
products, 3.89%, showed fetal deformi- 
ties or pathology of the placenta 
or membranes, and 2.1% delivered 
prematurely because of placenta 
previa, abruptio, toxemia, and so on, 
leaving only 3.8% theoretically amen- 
able to therapy. It is obvious, then, 
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that physicians who use so-called spe- 
cific therapy should neither take un- 
due credit for favorable results nor 
raise false hopes that abortion can 
thereby be prevented. 

The treatment for threatened abor- 
tion is, therefore, temporary rest in 
bed, except for meals and bathroom 
privileges. The patient may be pro- 
vided with sedative and ergotrate tab- 
lets in anticipation of possible ulti- 
mate abortion. Normal activity may 
be gradually resumed if bleeding 
ceases within one to several days. 
Tub baths and douches should be 
omitted, intercourse should be ab- 
stained from until a much later date, 
and strong cathartics should be avoid- 
ed. Further accurate note as to the 
height of the fundus is of prognostic 
value. 


MANAGEMENT OF ABORTION 


Assuming that bleeding persists or 
recurs from time to time, when is 
abortion to be considered inevitable? 

If the fundus persistently fails to 
increase in height or, more signifi- 
cantly, decreases in height over a 
period of four to six weeks, the po- 
tential abortion may be considered 
a missed abortion and just as inevi- 
table as if the products were felt com- 
ing through the cervix. Emphasis 
should be placed on an ample period 
of observation and on_ occasional 
vaginal examinations for convincing 
evidence and to avoid interruption 
of a developing pregnancy. Hor- 
mone studies are of great aid but 
seldom obtainable. One or two trials 
of castor oil and subcutaneous Pito- 
cin are worth while before resorting 
to curettage. 

Increasing bleeding of bright red 
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olor, requiring frequent change of 
pads, passage of clots, and develop 
ment of regular Crampy pains in the 
indicate that 
even if not 


midlower abdomen 

aboruon imminent, 
positively inevitable. If, in addition, 
there are rupture of the membranes, 
progressive effacement and dilatation 
of the cervix, and palpable products 
at or coming through the cervical 
os, abortion is inevitable. Hospitali 
vation is then advisable so that blood 
iranstusions, assistance, an operating 
and other facilities may be 


available. 


root, 
readily 

Suitable sedation and 
img and cleansing should be given 
on admission. The blood pressure, 
color, pulse, tendency to faintness, 
count will 
transfusion, 


local shay 


and results of blood 


indicate the need for 
advisable to 


blood in 


case it Is 
matched 


but am any 
have 2 bottles of 
reserve 
Limitation of bleeding and hasten 
ing of expulsion are favored by 
, ampule of Pitocin given at thirty 
minute intervals for 4 to 6 doses. 
If rectal examination shows the pro 
ducts projecting trom the cervix, at 


tempts to extract them by speculum 


and sponge forceps should not be 
made too early. If the small pla- 
conta is sul adherent, a portion may 
be left and with less chance of spon 


taneous expulsion, since there is no 
longer the gradual drag and pull af 
forded by the tissue in the cervix. 

If the patient is at home and ex- 
controlled 
necessary 


cess bleeding cannot be 
with Pitocin, it 
to pack the uterus tightly with iodo- 
form gauze, left in place for twenty- 


hours, in an at 


may be 


four to. thirty-six 


tempt to gain adequate control of 


10 


bleeding and separation of the pro 
ducts. 

Bleeding tends to lessen if the 
patient’s condition borders on shock. 
In the great majority of cases, the 
products will be completely expelled. 
Curettage is seldom necessary. Ad- 
ministration of ergotrate and having 
the patient lie down from time to 
tume may aid in maintaining a ftor- 
ward position of the uterus, expul- 
sion of all fragments, and more rapid 
involution of the uterus during re- 
covery, 

It is generally advisable tor the 
patient to avoid another pregnancy 
until at least three periods have oc 
curred. If the basal metabolic rate 
is below zero, 1 gr. of thyroid may 
be administered daily for two months 
before another pregnancy is under- 
taken, and throughout the first and 
second trimesters. 

The following are indications that 
the abortion is complete: [1] ‘The 
products appear to be complete. |2) 
The fundus is palpable only slightly 
above the pubes. [3] There is rather 
abrupt cessation of pain and diminu 
tion in bleeding. [4] Rectal examina. 
tion shows the cervix closed and free 
of tissue and the uterus diminished 
to the size of a five- or six-week preg: 
nancy and firm in consistency. {5} 
The flow rapidly ceases within five 
to seven days and the patient con 
tinues to improve, 

Incomplete abortion presents the 
opposite picture. Cramps and excess 
bleeding continue intermittently and, 
if ergotrate does not cause expulsion 
of the retained tissue, a curettage 
is necessary. Neglect or overconserva- 
tism may bring about severe anemia. 
Antibiotics are unnecessary if there 
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is no reason to suspect previous 
criminal practices. It is best to re- 
move a_ retained placenta’ within 
twenty-four hours, even though sig- 
nificant bleeding may not have oc- 


curred during that time. 


PHERAPEUTIC ABORTION 


\t times therapeutic abortion is in- 
dicated for such conditions as severe 
pernicious vomiting, previous cardiac 
decompensation, severe diabetes, ac- 
tive tuberculosis complicated by a 
poor economic status, and, occasion 
ally, insanity or epilepsy. Each case 
must be decided on its merits and 


the decision supported by consulta. 


tion. 

Before the end of the third month, 
sufficient dilatation may be obtained 
to break up and extract the fetus and 
placenta. Beyond this stage, in ex- 
ceptionally urgent circumstances, vag- 
inal or abdominal hysterotomy may 
be performed; otherwise the opera- 
tion is done in two  stages—partial 
mechanical dilatation, artificial rup- 
ture of the membranes, and packing 
of the lower uterine segment with 
iodoform gauze, which may or may 
not have to be followed by extrac- 
tion of the products in twenty-four 
to forty-eight hours if the cervix 
then permits. 

Certain essential steps in the tech- 
nic are anesthesia, preliminary cleans- 
ing with antiseptic solution exter- 
nally and internally, catheterization, 
examination to verify the position of 
the uterus to avoid accidental per 
foration, and administration of Pito 
cin to increase the uterine tone, 
lessen bleeding, and facilitate curet- 
tage. A sponge forceps or curet is 
carefully inserted and the fetus and 
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placenta are extracted piecemeal, fol 
lowed by systematic curettage of the 
uterine walls in a clockwise man.- 
ner so that no area is 
nally, the cavity is packed and the 
uterus bimanually re-placed in good 
position. 


missed. Fi- 


CRIMINAL ABORTION 


The vast difference in prognosis be- 
tween a therapeutic and a criminal 
abortion results from the lack of 
preparation, antisepsis, and 
thesia with a criminal abortion, pre 
venting completion of the operation 
at one sitting, the liability of hemor 
rhage and infection from retained 
tissue, and the general incompetence 
of the operator. 

The physician who falls heir to «a 
patient with this unfavorable back 
once to suspect 


anes 


ground is led at 
the true nature of the case by the 
evasiveness of the patient's state 
ments and the presence of foul sero 
sanguineous discharge, chills, fever, 
and swelling and tenderness of the 
lower abdomen. Consultation and 
hospitalization are advisable. 

Some physicians advocate immedi 
ate emptying of the uterus with 
sponge forceps and curet. Because of 
the barriers set up by the body de 
fenses against lymphatic and hemato 
genous spread of the infection, it 
would seem that active interference 
might greatly favor breakdown of 
these defensive mechanisms and 
worsen the prognosis. 

Ihe favored policy is noninvasion 
of the uterus except, possibly, for 
packing when bleeding is uncontrol 
lable. If speculum examination shows 
tissue blocking the cervical os, the 
tissue may be removed with sponge 
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lorceps to favor drainage but further 
exploration into the uterine Cavity is 
avoided, 

Reliance is placed on the patient's 
own resistive powers, aided by trans- 
fusions, fluids, ergotrate, antibiotics, 
and general supportive treatment. If 
the course of the illness tends to be 
prolonged, an occasional vaginal ex- 
amination is made to discover any 
localization of the infection, such as 
parametritis or pelvic abscess. Resid- 
ual foc: of virulent but asympto- 
matic infection may remain dormant 
in the pelvis for years and set up 
fatal peritonitis at a subsequent pel- 
vic: operation. 


Ectopic Pregnancy 


A“ possible sites of implantation 
of the fertilized ovum outside 
the uterine cavity—cervical, ovarian, 
abdominal, and tubal—are included 
in the term “ectopic pregnancy.” 
This discussion, however, will be 
limited to tubal pregnancy, which 
comprises the vast majority of all 
ectopic pregnancies. 

Not by mere chance is the most 
common site of tubal pregnancy at 
the ampullar end of the tube. The 
folds of the endosalpinx are the 
most complex in this portion of the 
tube, thereby affording greater op- 
portunity for the ovum to be trap- 
ped in pockets, either congenital or 
acquired by some previous inflamma- 
tion. 

Even temporary delay in progress 
may cause the fertilized and growing 
ovum to become fast in the isthmian 
or interstitial portion of the tube. 
When these factors are considered it 
is a matter for wonder that the fre- 
quency of ectopic gestation is not 
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greater than approximately once in 
several hundred pregnancies. 

The size and structure of the tube 
render it totally unsuitable for ac- 
commodation of the growing pro- 
duct, and the lack of decidual reac- 
tion in the endosalpinx apparently 
permits unresisted penetration of the 
trophoblast, erosion of the arteries, 
hemorrhage, and weakening of the 
tubal structure. The primary site at 
which the developing ovum becomes 
fixed in the lumen of the tube has 
many important implications. The 
order of frequency is ampullar, isth- 
mian, and interstitial. 

Fortunately, the interstitial 
location, while most dangerous from 
the standpoint of overwhelming hem- 
orrhage, may afford more time for 
diagnosis and operation before rup- 
ture, because of the protection af- 
forded by the surrounding layers of 
uterine muscle. 

The isthmian site is more treacher- 
ous, in that rupture may take place 
early and without preceding warning. 

The ampullar site, because of the 
funnel-like, expanding form of the 
distal end of the tube, may permit 
gradual extrusion of the products 
in the direction of less resistance 
toward the open end of the tube. 
Hence, sudden complete rupture is 
not so apt to take place. Repeated 
episodes of pain associated with hem- 
orrhages afford time for diagnosis 
and surgical interference. 

Common to all types of ectopi 
pregnancy is amenorrhea of one or 
two periods before the patient and 
physician realize that something is 
amiss. It is possible, but nevertheless 
rare, for pain or atypical bleeding 
to give some indication of abnor 


Modern Medicine, Nov. 1, 1951 


mality even before the first period is 
missed. 

Pain in either lower quadrant, ac- 
cording to the tube affected, becomes 
manifest sometime between the first 
and second missed period, more rare- 
ly between the second and _ third, 
and is caused by hemorrhage trom 
erosion of tubal vessels. A sense ol 
discomfort on the affected side may 
arise from leakage of blood from 
the ampullar end of the tube, caus- 
ing peritoneal irritation. Leakage 
toward the uterus may produce slight 
irregular spotting or intermittent 
bleeding, so often present in ectopic 
pregnancy. 

Since death of the embryo may oc- 
cur at any time from hemorrhagic 
separation of the early placenta, the 
vaginal bleeding may also signify a 
casting off of the decidual lining of 
the uterus. If the blood cannot easily 
escape from the placental site, it 
forcibly distends the tube, causing 
episodes of sharp pain, often ac- 
companied by feelings of faintness. 

For anatomic and physical reasons, 
therefore, ampullar pregnancy is apt 
to cause repeated attacks of sharp 
or colicky pain, superimposed on a 
more continual sense of discomfort 
on the affected side, whereas isthmian 
pregnancy is likely to rupture early 
and with more acute and grave ef- 
fects. 

Isthmian pregnancy typifies the 
textbook picture of ruptured ectopic 
pregnancy—sudden severe pain on 
the affected side and fainting, fol- 
lowed by the signs and symptoms 
of internal hemorrhage. The large 
amount of blood in the peritoneal 
cavity is more apt to produce should- 
er pain than in the ampullar type 
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of pregnancy, in which the smaller 
amount of blood gravitates into the 
cul-de-sac and forms a hematocele. 

The diagnosis of impending or 
ruptured tubal pregnancy begins with 
an accurate history, if obtainable, as 
to the symptoms and signs of early 
pregnancy and all details pertaining 
to the color, amount, and frequency 
of bleeding and the location, char- 
acter, frequency, and severity of the 
pain and syncope or faintness. 

Abdominal examination will show 
some muscle rigidity across the lower 
abdomen and rather marked tender- 
ness on the affected side. Fullness 
and tenderness may interfere with 
obtaining satisfactory abdominal find 
ings. If there is much blood in the 
peritoneal cavity, shifting dullness 
may be demonstrated in the flanks. 
In thin-walled white patients, a dark. 
er circumumbilic discoloration caused 
by old blood beneath the peritoneum 
may be seen—Cullen’s sign. 

If the history suggests ectopic 
pregnancy, vaginal examination must 
be made with gentleness to avoid 
rupture. The examination may be 
noninformative as to details, if the 
pelvis is filled with blood and ten- 
derness is marked. In some cases, 
an unruptured isthmian pregnancy 
may be diagnosed as a localized ten- 
der swelling in the tube, the ovary 
being palpable separately from the 
enlargement. The uterus may show 
no increase in size or, at most, not 
more than that of a pregnancy of six 
weeks’ duration. 

In ampullar pregnancy, a mass 
consisting of the enlarged end ol 
the tube and surrounding laminated 
blood clot is felt laterally and there 
may be difficulty in outlining the 
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ovary separately from the mass. 
Movement of the cervix elicits pain. 
lullness or bogginess in the cul-de-sac 
may be an indication of hematocele 
formation. 

[he presence of old blood often 
causes a mild degree of fever, gg 
Likewise, the leukocyte 
count as usually elevated more than 


to 


with a normal pregnancy—15,000° to 
20,000, Old or recent blood may be 
ispirated by an 18-gauge, moderately 
blunt needle, connected by a short 
piece of rubber tubing to a syringe 
inserted into the cul-de-sac through 
i well-cleansed area just behind the 
cervix. This finding is practically 
pathognomonic of tubal pregnancy. 
fhe procedure carries little if any 
tisk and is much simpler and more 
confirmative than posterior colpo 
tomy, since the procedure itself does 
not cause bleeding. 

Confirmation of a state of preg: 
nancy is helpful in the diagnosis, 
provided immediate operation is not 
urgently necessary. Lhe frog test is 
especially well suited for such use 
on account of its simplicity and rapid 
nostic results. 


Pubal pregnancy may be simulated 


principally by salpingitis or threat 


cned abortion. 

The history of salpingitis suggests 
pelvic inflammatory disease rather 
than carly pregnancy. The fever is 
higher, chills are more common, and 
pain, tenderness, and mass are more 
ipt to be bilateral than unilateral, 
as determined by both abdominal 
and vaginal examination. Enlarge 
ment tends to involve the entire 
tube, whereas an ectopic is 
more localized. Anemia is not pro 
nounced; and shoulder pain and 


lainty feelings are seldom, if ever, 
present. 

With threatened abortion, the his 
tory is more typical of pregnancy, 
pain has the characteristics of labor 
pains in the midlower abdomen, ten 
derness is likewise central and not 
lateral, and bleeding is much heavier 
and associated with clots. Shock, if 
present, is in proportion to the visi 
ble blood loss. With abortion there 
is more uterine enlargement, soften 
ing of the cervix oceurs, and the 
cervix has a tendency to eflace and 
dilate. The adnexa are uninvolved. 


THERAPY 


\s to treatment, hospitalization is 
imperative immediately, whether or 
not the patient is actively bleed 
ing. Likewise, prompt matching of 
blood should be done and several 
bottles of blood obtained. A blood 
count should be made at once to 
determine the need for immediate 
transfusion; if hemorrhage is active, 
the hemoglobin and red count may 
fail to show the true degree of ane 
mia until some hours later. 

A temporary delay in operation, to 
ebtain more thorough and complete 
data, is applicable only to patients 
who are not actively bleeding. .\s 
for the patient admitted with sever 
bleeding, pallor, and low hemoglo 
bin, red blood cell count, and blood 
pressure, as well as other signs 0! 
shock, preparation for operation 
should be made at once. Oxygen 
is given intranasally and plasma in 
travenously until blood can b 
matched and injected into both arms 

Light ether anesthesia is used. Thx 
involved broad ligament is clamped 


(Continued on page 116) 
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Discharge and malodor of bacterial 
cervicitis and vaginitis can be markedly 
decreased by Furacin Vaginal 
Suppositories. 


When the infection is accessible to 
TO DECREASE DRAINAGE vaginal medication, it is usually 
promptly eradicated by the powerful 
antibacterial action of Furacin, whose 
TO MINIMIZE 
MALODOR spectrum includes many gram-negative 
and gram-positive organisms. 


TO FACILITATE HEALING 


When cauterization or conization of 
the cervix is indicated, use of Furacin 
Vaginal Suppositories pre- and post- 
operatively is reported to produce 
cleaner, faster healing with less 
slough and drainage. 


New Therapy in 
Cervicitis & Vaginitis 


Furacan Va ginal Sup positories 


Furacin® Vaginal Suppositories contain 
Furacin 0.2, brand of nitrofurazone 
N.N.R. in a base which is self-emulsi- 
fying in vaginal fluids and which clings 
tenaciously to the mucosa. Each sup- 
pository is hermetically sealed in foil 
which is leak-proof even in hot weather. 
They are stable and simple to use. 


These suppositories are indicated for 
bacterial cervicitis and vaginitis, pre- 
and postoperatively in cervical and 
vaginal surgery. 


Literature on request 
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“All dietary correction must include the simultaneous administration 
.. of well balanced necessary substances.”"! 


“For successful growth, and the maintenance of health, the diet must 
contain a suitable assortment of minerals in a total concentration of 
approximately 4 percent of the dry weight of food.’"* 


The VITERRA formula includes a balanced assortment of the essential 
minerals and vitamins required for the maintenance of health. 


1. Waite, §. O.; The Clinical Significance of the 2. Everett: Med. Biochem., Sec. Ed., Inorgaitic 
Interrelation of Nutrient Factors, Medical Substances, Gen. Factors in Mineral Metab- 
Clinics of North America, p. 1718, Nov., 1949. olism, p. 568. 

Vitamin A spe 5,000 U.S.P. Units 

Vitamin D 500 U.S.P. Units 

Thiamine Hydrochloride... 3 mg. 

Riboflavin 3 mg. 1] minerals 

Pyridoxine Hydrochloride . 0.5 mg. 

Niacinamide. and trace elements 

Ascorbic Acid. ere 

Calcium Pantothenate inns 9 vitamins 

Mixed Tocopherols (Type IV)..... 5 mg. 

ALL IN ONE 
.. 213 mg. 


0.2 mg. 


AND COMPANY 
CHICAGO ILLINOIS 


J. B. ROERIG 
536 LAKE SHORE DR. 
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by feel, proximally and distally, to 
control hemorrhage immediately. If 
there is an ample supply of matched 
blood, the blood in the abdominal 
cavity is removed, otherwise it may 
be filtered through gauze, mixed 
with the proper amount of sodium 
citrate solution, and given as an auto- 
transfusion. 

With control of bleeding — by 
clamps, the blood pressure improves 
rapidly, and the operator may then 
proceed with the necessary surgery. 
Conservation of the ovary or a por- 
tion of the tube is occasionally pos- 
sible and desirable, but removal of 
the adnexa on the affected side is 


usually necessary. Additional surgery, 
particularly removal of the appendix, 


is not advisable at the time of opera- 
tion. 

The recovery of the patient is ac- 
celerated by further blood replace- 
ment. Antibiotics are of prophylactic 
value from the time of admission 
through a portion of the recovery. 

The mortality rate is 2 to 3%. 

In summary, if early pregnancy 
is complicated by unilateral low ab- 
dominal pain, irregular spotting o: 
bleeding, and a unilateral adnexal 
mass, one must think first of possible 
tubal pregnancy. Faintness or syn- 
cope is of particular significance, 
as is shoulder pain. Promptness in 
hospitalization, diagnosis, blood re- 
placement, and operation is urgent- 
ly necessary. 
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FOUR STYLES of “Scotch” Surgical Drapes 
cover practically all operative techniques. 
Style No. 1200 Drapes (illustrated) isolate 
operative sites for minor surgery, repair of 
lacerations, surgery of extremities. Style No. 
1100 Drapes demarcate sites of any angular 
shape. Style No. 1300 Drapes hold firmly 
around orbital area, are also suitable for 
neurosurgery and ear surgery. Style No. 1400 
Drapes are used for larger rectangular areas. 


FAST, STERILE DRAPING 
FOR SURGERY 


with new pre-sterilized, self-adhering 
drapes of moistureproof plastic 


“Scotch” Surgical Drapes simplify draping 
of even the most difficult areas. These new 
drapes are made of a soft plastic film that 
maintains a fixed sterile field. 

A special pressure-sensitive adhesive is 
used on these drapes that holds tight on 
irregular surfaces, yet causes far less irrita- 
tion than any commercial adhesive plaster 
now available. No special preparation of 
skin surface is required beyond a; cer- 
tain the skin is dry. 

“Scotch” Surgical Drapes are disposable 
after use. Besides saving time in draping the 
patient, they end the handling expense in- 
volved in the use of conventional linens, 


Quick facts about SCOTCH” Surgical Drapes ii 


What makes “Scotch” Surgi- 
cal Drapes different? 

They are made of soft- 
draping plastic film that 
completely isolates the 
operative site, forming a 
moistureproof barrier. 


How are “Scotch” Surgical 
Drapes sterilized? 

Every drape is steam auto- 
claved in the package at 
240° F. for 40 minutes. 
Aluminum foil package 
keeps contents sterile. 


Minn. Mining & Mfg. Co., Dept. MM-111 
St. Paul 6, Minn, 


Gentlemen: Please send me complete literature & 
Surgical Drapes 


on “Scotch” 
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How are they held in place? 
Every drape has a border 
of pressure-sensitive ad- 
hesive which is pressed in 
place around the opefative 
site. Paper liner protects 
adhesive until ready, 


How are they removed from 
the package withouf con- 
tamination? 

The special tripleewrap 
package makes it easy to 
remove the drapes under 
sterile conditions. 


SCOTCH 


Surgical Drapes 


Made inUS A. by Minnesota Mining & Mfg. 
Co., St. Paul 6, Minn., also makers of more than 
100 varieties of pressure-sensitive adhesive 
tape sold under the trademark ‘Scotch. 
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1. To control hyperacidity ~ a superior antacid combi- 
nation (magnesium oxide and aluminum hydroxide, also 
a specific antipeptic) provides two-way, balanced antacid 


activity. 


2. To control crater irritation—a superior demulcent 
(methylcellulose, a synthetic mucin) forms a protective 


coating over ulcerated mucosa. 


3 To control spasm —a superior antispasmodic” * (Ben- 
tyl Hydrochloride) provides direct smooth muscle and 
parasympathetic depressant properties . . . without 
“belladonna backfire.” 

| 


e To control lysozyme —a proven antilysozyme, sodium lauryl 
sulfate. Recent evidence suggests that lysozyme, as well as 
pepsin and hydrochloric acid, is an etiologic factor in the patho- 
genesis of peptic ulcer... — It seems well established that P 

sodium lauryl sulfate is capable of inhibiting the lysozyme and 

peptic activity of the gastric juice without changing its pH.*"* 


Vv 
DOSAGE: Two tablets every three hours as needed for relief. 


Mildly minted Kolantyl tablets may be chewed, or : 
swallowed with ease, Kolantyl is also recommended i 
for the hospitalized patient. 
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New York 
CINCINNATI 
Toronto 
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The Rh Factor 


EDITH L. POTTER, M.D.* 


University of Chicago 


Prepared for Modern Medicine 


since Levine Stetson’ re- 
ported an unusual case of intra- 
vroup agglutination and Landsteiner 
and Wiener’ discovered a new ag- 
vlutinable factor in human blood 
demonstrable by immune for 
Rhesus blood. 

Landsteiner and Wiener christened 
the agglutinin they produced anti- 
Rh and the cells that it agglutinated 
Rh positive. It was soon found that 
this serum and that from the patient 
reported earlier by Levine and Stet- 
son reacted with blood cells from 
individuals. The clinical 
importance of this new agglutinin 
was quickly recognized by 


M”: than ten years have elapsed 


the same 


Levine, 
Katzin and Burnham,* who procur- 
ed evidence that its transmission 
through the placenta was responsible 
for erythroblastosis fetalis, and by 
- Wiener and Peters,‘ who showed that 
it was the cause of certain hitherto 
unexplained transfusion reactions. 

In the intervening years, these 
facts have become firmly established 
and many new aspects have been in- 
vestigated.® 

It has become evident that there 
are many variants in the Rh system 
and that the antibody originally 
recognized identifies only one of 
several genetically related antigens 


that are a part of all human blood 
cells. The antigen originally identi- 
fed was subsequently designated 
by the name Rh., or D. This antigen 
is capable of inducing antibody for 
mation much more effectively than any 
other member of the group and is 
responsible for more than 95%, of im- 
munization. Consequently it is only 
this antigen and antibody that need 
be investigated in routine practice. 

Rh antigens are genetically trans- 
mitted without dominance. Accord- 
ing to the Race-Fisher® terminology 
and theory of inheritance, there are 
three closely linked gene loci, each 
of which is occupied by some variant 
of each of three subgroups. One 
locus is allotted to C,C¥ or c, an- 
other to D,D" or d, and a_ third 
to E or e. Since all genes are pres- 
ent in pairs, every individual must 
possess two genes from each of these 
three groups. It is possible (though 
rare) for all six to be different or 
for both members of any pair to be 
similar. 

According to the Wiener termi- 
nology, the antigens Rh’ and Hr’ 
are equivalent to C and c; Rh. and 
Hr, to D and d; and Rh” and Hr” 
to E and e. The combination 
Rh.Rh’ is called Rhy; RhoRh” is 
Rh,; Rh’Rh” is Rhy; and Rh’Rh.Rh” 


* Associate Professor of Pathology in the Department of Obstetrics and Gynecology, University 
of Chicago; Pathologist, Chicago Lying-in Hospital. 
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Portal of a fo_mer “coughing” fatient 
after his physician prescribed the highly palatable, non-narcotie 
Robitussin: distinguished by its intense and prolonged 
action in increasing respiratory tract fluid, and by 
its ability to improve mood. 


(Glyceryl guaiacolate 100 mg, and desoxyephedrine 
hydrochloride 1 mg., in each 5 ce.) 


\ Robitussin’ 


is a product of AH. ROBINS CO., INC. 
RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 
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is Rh,. Wiener believes that inherit- 
ance is by means of genes present 
at a single locus with eight or more 
different alleles determining the pres- 
ence of specific antigens. 

The manner of inheritance is im- 
portant Clinically largely in relation 
to the possibility of conception of 
Rh-negative children by immunized 
women. A woman immunized to D 
would expect all D-positive children 
to have erythroblastosis. If her hus- 
band were of genotype DD (homozy- 
vous for D), all children would be 
1) positive. If he were Dd (heterozy- 
gous for D), the children would have 
an equal chance of being D positive 
or D negative (d positive). 

No serum is available that will 

identify d, so Dd cannot be 
from DD by direct 
usual, however, for D 
to be inherited in combination with 
either C or E. The 
and heterozygous state of the genes 


differentiated 
means. It is 


homozygous 


responsible tor the presence of these 
two antigens can be differentiated by 


available serums and it ts Consequent- 


conclude with con- 
whether a given 
individual is of genotype Dd or DD. 

[he antigen D (Rh,) is the one 
the 
immunization produced by members 


ly possible to 


siderable accuracy 


responsible for at least of 


group, and when a 
is stated to be Rh positive or Rh 
without further qualifica- 
tion it is to this antigen that  refer- 


person 


ence is made. According to Diamond 
and Allen* 75%, of D- 
negative individuals can be immu- 
nized by a single transfusion of D- 
positive blood. About 5°, 


from 50 to 


become im- 
munized during the course of one 


OF Pregnancies, 


tests for antt- 
performed with red 
blood cells suspended in saline solu- 
tions. By this means it was possible 
to identify the cells serologically in 
only some of the individuals who 
had clinical evidence of immuniza- 
tion. It found that, in 
instances, water inhibited the 
reactions and that, by suspending 
cells in albumin, serum, or plasma, 
the antibodies could be demonstrated 
in a much greater percentage of af- 
fected individuals. More recent inves- 
tigations have shown that red blood 
cells exposed to the action of certain 
enzymes are still more readily ag- 
glutinable by most Rh antibodies. 
Antibody determinations are ordi- 
narily expressed in units equivalent 
to the greatest dilutions of serum 
giving positive reactions by the vart- 
ous methods. For instance: 
Saline 
Serum albumin 64 
Prypsinized cells 256 


The original 
bodies were 


Was soon 


some 


means that antibody can be demon- 
strated only in undiluted serum with 
untreated cells suspended saline, 
in serum diluted to 1 part in 64 
of serum or albumin and used with 
cells suspended in serum or albumin, 
and in serum diluted to part in 
256 and used with enzyme-treated 
cells. 

Phe original dilutions are usually 
with subsequent 
dilutions of 1:2, so that the difference 
of 160 and 320, for instance, is only 
a difference of 1 tube, and from 
160 to 640 a difference of only 2 
tubes. Even in the most skilled hands, 
a difference of 2 tubes ts within the 
range of experimental error when 
tests are performed on different: oc- 


made 1:2 or 1:5, 
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Polymyxin B 


parenterally 
or 
orally 
or 
to rally + + «according to the location of 
| 
any condition due to: 


Pseudomonas aeruginosa 
(B. pyocyaneus), 
Shigella, and other 
gram-negative bacteria. 


‘AEROSPORIN’ brand Polymyxcin B (Sulfate) stTeRILE 


500,000 Units For intramuscular or intrathecal 
Equivalent to 50 mg. injection, to treat systemic or 

» owt . . 

Polymyxin Standard meningeal infections. 


AVAILABLE TO HOSPITALS ONLY 


‘AEROSPORIN’ brand Polymyxin B (Sulfate) STERILE 


200,000 Units For preparing solutions and 
Equivalent to 20 mg. ointments (0.10) to 0.25% ) 
Polymyxin Standard 
For topical use only 


for topical use. 


AVAILABLE TO HOSPITALS AND RETAIL PHARMACTES 


‘AEROSPORIN’ brand Polymyzin B (Sulfate) COMPRESSED 
500,000 Units For oral use in enteric 
Equivalent to 50 mg. infections only. 


Polymyxin Standard 


AVAILABLE TO HOSPITALS AND KETALL PHARMACTES 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe 7, 
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casions using test red blood cells 
from different donors. 

Whether the variation in methods 
required for demonstration of anti- 
bodies is an indication of the exist- 
ence of different types of antibodies 
or the result of a difference in the 
physical state of a single variety of 
antibody is not entirely certain. ‘The 
best evidence that there are different 
“orders” of antibodies is found in 
the paper of Hill, Haberman, and 
Guy,” reporting that antibodies de- 
monstrable only in saline seem to be 
present in highest concentration in 
the gamma globulin’ fraction of 
plasma, those demonstrable in serum 
or albumin in beta globulin, and 
those demonstrable only by indirect 
means in euglobulin. 

As a result of the differences by 
can be demon- 
various names have been 
applied. Saline-demonstrable — anti- 
' bodies have been termed saline, ear- 
ly, complete, or thermolabile. Serum 


which antibodies 


strated, 


or albumin-demonstrable antibodies 
have been called late, incomplete, 
thermostable, or blocking antibodies. 
Not all demonstrable 
in albumin exert a blocking action, 
and this best reserved for 
those for blocking 
is actually This is 
done by exposing Rh-positive cells 
of compatible AB blood group to 
serum containing the unknown anti- 
body and subsequently exposing a 
suspension of the cells 
serum which contains an Rh- 
that is known to be active 


antibodies 


term 1s 
which a 
demonstrated. 


saline same 
to a 
antibody 
in saline. 

If the first serum possesses an anti- 
body exerting a blocking action, the 
cells will not subsequently be ag 
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glutinated by the serum containing 
the saline-acting antibody. 

It is thought that antibodies which 
will not react in the presence of 
appreciable amounts of water have a 
structure which permits their attach- 
ment to red cells but which does 
not cause them to be attached to 
each other, actual agglutination ne- 
cessitating the presence in high con- 
centration of a second unidentified 
substance that is present in albumin 
or serum. When cells absorb such 
antibodies they are prevented from 
subsequently absorbing — antibodies 
capable of causing direct agglutina- 
tion. 

The use of enzyme-treated red 
blood cells permits demonstration of 
all antibodies active in saline and 
albumin or serum and an additional 
few that cannot be demonstrated by 
other means; serum or albumin gives 
positive reactions with both albumin- 
serum and saline antibodies; saline 
demonstrates only one variety of anti- 
body. ‘Titers are almost invariably 
higher with enzyme-treated than with 
untreated cells. ‘They are usually 
higher with albumin than with. sa- 
line; if they are the same in these 
two solutions, the reaction may be 
caused by either albumin or saline 
antibodies. If caused by the albumin 
variety, the serum will still be active 
after heating; if due only to saline 
antibodies, heating will cause com- 
plete loss of activity. 

Coombs’ tests involve the use of 
rabbit serum containing antibodies 
specific for human globulin. If red 
blood cells are washed free of plasma 
and then exposed to Coombs’ serum, 


a positive reaction indicates that anti 


(Continued on page 128) 
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“Dermeze 


Antibiotic, 
Antihistaminic, 
Anaesthetic 


A soothing multipurpose first- 
aid dressing for sunburn,minor 
burns, bruises, diaper rash and 
other minor skin irritations. 
Dermeze exerts a local bacteri- 
cidal action, minimizing the in- 
cidence of infection. As an anti- 
histamine, it reduces symptoms 
of inflammation due to aller- 
gens and other irritants, at the 
same time providing anaesthet- 
ic action and alleviating pain. 


Please rush 


SPECIALTIES 


“Premocones— 


Hemorrhoidal 
Suppositories 
Antibiotic Anaesthetic 


A new and superior formula 
which reduces incidence of in- 
fection, relieves pain and dis- 
comforts associated with hem- 
orrhoids, and minimizes anal 
leakage. In addition, Premo- 
cones exert a protective action 
by coating the inflamed hemor- 
rhoids, thus promoting faster 
healing. Packaged in a handy, 
easy to carry slide box of 12. 


COUPON BB Ei 


F R E E Mo Premo Pharmaceutical Laboratories, Inc. South Hackensack, N. J. 


me samples of your two new 


Physicia ns products — Premocones & Dermeze. 


samples of 

these two 
new Premo 

specialties. 


a City 


by 
: 
2 ; 
|_| | 
te 
| 
| 
i 
4 
| 
| 
125 


She'll be grateful 


for relief of 
Premenstrual Tension 


with M-Minus 4 


“Premenstrual tension occurs in approximately 40% of 
menstruating women”! and is undoubtedly related to ab- 
normal water retention, 

Bickers’ describes premenstrual tension as “essentially 
a water toxemia” and states: “The most effective agent for 
blocking the water storage was found to be Pyrilamine 8 
Bromo Theophyllinate.” 

The antipitressin diuretic effect and analgesic action of 
M-Minus 4 ts a “rational therapeutic approach .. . com- 
bining ease of administration, economy, and safety with 
clinical effectiveness.””! 

“In every instance, there was at least some relief from the 
symptoms of distention, breast tenderness and abdominal 
discomfort’! as well as the associated dysmenorrhea. 


1. Vander, M.: Indus, M. & Surg. 20:199-201 (April) 1951. 


Bickers. and Woods, M.: Premenstrual Tension—Rational Treatment, 


im press. 


3. Greenhill, J. P., and Freed, 8. C.: J.A.M.A. 117:504-506 (Aug. 16) 1941. 
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TRADE MARK 


PREMENSTRUAL ANTITENSIVE 


kach tablet contains: 


N. N-Dimethyl-N’- (2-pyridyl) -N’- 
(p-methoxybenzyl) ethylenediamine 
8-bromotheophyllinate [pyrabrom] . 50 mg. 


Bottles of 24 and 100 tablets. 


LABORATORIES 


DIVISION NUTRITION RESEARCH LABORATORIES, INC. 
CHICAGO 11, ILLINOIS 


NERVOUSNESS ABDOMINAL DISTENTION 
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blood 
test, 
newborn 


are attached to. the 
direct 


bodies 


cells. ‘This is used as a 


especially in the blood of 
infants, to indicate the presence of 
attached antibodies. If the mother 
has antibodies in her blood that react 
in serum or albumin, the fetal cells 
almost invariably give a positive re- 
action. The test consequently gives 
the most valuable information about 
the blood of the infant when the 
status of Rh antibodies in the moth- 
blood is unknown or the pres- 
ence of an unidentified antibody is 
suspected, 

Indirect Coombs’ 
shown to reveal the presence of a 
part 


tests have been 


antibodies, for the most 
Rh, that are otherwise 
unidentifiable. Cells of known variety 
are exposed to the scrum to be test 


fow 
unrelated to 


ed; the cells are subsequently wash- 
ed free of human serum and mixed 
with Coombs’ scrum. A positive reac 
tion indicates that antibodies specifi 
for the variety ol were 
present in the unknown serum. Anti- 
bodies attached to the red 
blood cells and are subsequently re- 


cells used 


become 


for agglutination of the 
globulin 


sponsible 
cells) by the 


scrum. 


antihuman 


TRANSEUSTONS 


donors) and 
before 


status of all 
known 


Ihe Rh 
recipients should be 
any transfusion is administered, and 
Rh-negative individuals should be 
given only Rlinegative blood 


Natural 


against A 


nmunization, such as is 


present and blood 
group substances, does not exist. The 
first Rh positive 
blood to an Rh NeVALIVE patient will 


a reaction if there has not 


administration of 


not Cause 
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been a previous pregnancy or earlier 
hemotherapy, but over half of all 


individuals will become immunized 
by a single transfusion. Such patients, 
if subsequently transfused with Rh 
positive blood, suffer a severe and 
sometimes fatal reaction. 

A few cubic centimeters of blood 
given intravenously, and sometimes 
even intramuscularly, may cause im- 
munization in susceptible individuals. 
Female children so immunized may 
be prevented from bearing normal 
children later. patient we ob- 
served whose first pregnancy termi- 
nated in a severely erythroblastolic 
infant was immunized intrave- 
nous administration of 5 cc. of blood 
containing malarial parasites. No 
blood should be given by any route 
to individuals of any age unless the 
Rh and AB blood groups are as- 
certained to be compatible. 


ERYTHROBLASIOSIS FELTALIS 


Erythroblastosis fetalis is condi- 
tion in which fetal blood cells are 
destroyed by specific antibodies of 
maternal origin. 

Immunization of any woman may 
be produced by the introduction of 
blood cells containing an antigen 
which is not a component of her 
own cells. This may be done by trans 
fusion or other intentional means o1 
by leakage of fetal cells from the pla- 
cental villi during pregnancy. 

The antibodies destroy fetal cells 
and thus produce fetal anemia. Eryth 
ropoiesis is stimulated in both nor- 
mal and abnormal areas to com 
pensate for the blood loss and the 
extent of abnormal erythropoiesis is 
directly proportional to the duration 
and severity of the cell destruction. 
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A SAFE, POWERFUL HYPOTENSIVE AGENT 
CAPABLE OF DROPPING THE BLOOD 
PRESSURE TO NORMOTENSIVE LEVELS 


WITHIN A MATTER OF MINUTES IN 
A VAST MAJORITY OF PA ATIENTS 


An invaluable drug 
for immediate and substantial 
reduction of the arterial tension 


*Trademark of Riker Laboratories, Inc. 


at in the 

Now Hypetensi® Crises 

4 6 
INTRAVENOUS 
/ | 


AN IMMEDIATE; CONTROLLABLE DROP 
LN ARTERIAL TENSION 


INTRAVENOUS 


Veriloid Intravenous—a_ biologically standardized hypotensive 
fraction of Veratrum viride—is a new, highly potent vasorelaxing 
agent. Infused in proper dosage, it is capable of lowering the arterial 
tension through central action in a large majority of patients, regard- 
less of the severity or nature of the hypertension. Its action is dis- 
cernible in a matter of minutes, hence it is an invaluable emergency 
drug. After the desired blood pressure has been produced, the effect 
of Veriloid Intravenous can be maintained for hours or even days by 
intravenous infusion. 

Since Veriloid Intravenous makes possible immediate reduction of 
both systolic and diastolic levels to normal or near-normal limits, it 
is indicated in the emergency treatment of hypertensive states accom- 
panving cerebral vascular disease, malignant hypertension, hyper- 
tensive crises (encephalopathy), and hypertensive states following 
coronary occlusion. 

Veriloid Intravenous is supplied in 5 cc. and 20 cc. ampuls, each 
ce, containing 0.4 mg. of Veriloid standard reference powder. Com- 
plete information regarding dosage and administration is contained 
in the circular which accompanies each ampul of Veriloid Intrave- 
nous. Additional literature will be promptly supplied on request. 


RIKER LABORATORIES, INC., 8480 Beverty BLVD., LOS ANGELES 48, CALIF. 
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Although serum bilirubin is abnor- 
mally high during intrauterine life 
as a result of abnormal hemolysis, 
jaundice is never present at birth 
but begins to be visible almost im- 
mediately and, within twelve hours, 
is usually well established. 

Most cases of erythroblastosis fetalis 
are caused by maternal immunization 
to the D (Rh.) factor. Rare cases 
result from immunization to C, E, ¢, 
A, or B. In one study” of 175 moth- 
ers giving birth to infants with ery- 
throblastosis, 174 were immunized to 
D, one to c. 

The frequency of erythroblastosis 
in babies of Rh-negative women as 
reported in that study was 3.6%. Of 
those with erythroblastosis in a first 
pregnancy, only 3 had not had an 
earlier transfusion to account for the 
immunization. Among’ Rh-negative 


women in their second pregnancy, 
4.1% gave birth to their first infant 


with erythroblastosis; of those in a 
third pregnancy, 9%; in a fourth 
pregnancy, 11%; and in fifth and 
sixth pregnancies, 15%. 

If immunization has not been es- 
tablished before the beginning of 
pregnancy, erythroblastosis rarely oc- 
curs and, if it does, the disease is 
usually very mild. Antibodies appear- 
ing for the first time during the 
course of a pregnancy rarely cause 
erythroblastosis in the fetus present 
in the uterus at that time, although 
the disease is very likely to occur 
in subsequent pregnancies. 

When antibodies are present at the 
beginning of pregnancy, even though 
demonstrable only in undiluted se- 
rum, the birth of an erythroblastotic 
child must be anticipated. In general, 
the higher the titer the more severe 
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the disease in the infant, but this is 
by no means always true. Severe Cases 
may be found with antibodies de- 
monstrable only in undiluted serum, 
and mild cases may occur with a 
titer of several hundred units. 

Change in titer during pregnancy 
is not of appreciable significance. 
Marked changes, caused by so-called 
anamnestic reactions, may occur even 
in the presence of an Rh-negative 
fetus. The variety of antibody is 
also not of great importance, for 
severe or mild cases may occur with 
antibodies demonstrable by any of 
the various methods. 

Tests for antibodies should be 
made at the time of the first pre- 
natal visit and repeated between the 
thirty-second to the thirty-sixth week 
of pregnancy. 

No treatment is available which 
will eliminate antibodies from the 
maternal blood or in any way alter 
the prenatal effect of antibodies on 
the fetus. Rh hapten as first pre- 
pared and described by Carter" was 
stated to combine with antibodies in 
the maternal blood and prevent their 
transmission to the fetus. This sub+ 
stance, temporarily available from 
commercial sources, was used with- 
out beneficial result in several groups 
of patients and has been discon 
tinued by most investigators except 
Carter, who prepares her own ma- 
terial. 

Early delivery of the fetus is not 
recommended. Diamond,” once a 
proponent of such treatment, now 
condemns it because of the high cor- 
relation of permanent brain damage 
with prematurity in erythroblastotic 
infants. Other reasons for not favor- 
ing early delivery are the known 
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hazards to the infant of prematurity 
per se and the increased possibility 
of birth injury following induction 
of labor with vaginal delivery and of 
pulmonary disturbances following de- 
livery by cesarean section. 

The management at present con- 
sists of the careful examination im- 
mediately after birth of every infant 
delivered by an immunized woman. 
An Rh-positive infant born to such 
a mother, with cord blood hemoglo- 
bin below 13.5 gm. and an erythro- 
cyte count below 4,500,000 per cubic 
millimeter, can be presumed to have 
erythroblastosis and should be treat- 
ed in an attempt to combat anemia 
and prevent the development of 
severe icterus. 

In some clinics, a positive Coombs’ 
test on blood from the umbilical cord 
is considered an indication for treat- 
ment by exchange transfusion even 
in the absence of anemia. Unless 
there is a history of proven erythro- 
blastosis in an older sibling, we do 
not believe this is justified. Prac- 
tically all Rh-positive infants de- 
livered by women with serum-albu- 
min antibodies will have positive 
Coombs’ tests. A few affected infants 
_seem to be Rh negative by the usual 
means of testing. A positive Coombs’ 
test on such cells establishes the fact 
that they are actually Rh_ positive. 

Erythroblastemia, fetal hydrops, 
hepatosplenomegaly, and low plasma 
proteins are common clinical mani- 
festations of erythroblastosis but are 
not required for a diagnosis. No 
one of these conditions by itself is 
a basis for a diagnosis. Anemia and 
either a positive Coombs’ test on 
cord blood or known immunization 
of the mother are essential findings 


132 


and both must be present before a 
diagnosis is warranted. 

Exchange transfusion is widely rec- 
ommended at present as the treat- 
ment of choice for all erythroblastotic 
infants on the grounds that it [1] 
removes 85 to go%, of the circulating 
erythrocytes, thus eliminating cells 
to which antibodies are attached 
and which will presumably be rapid- 
ly destroyed, [2] removes proportion- 
ately the same amount of serum, 
thus eliminating antibodies free in 
the circulation, [3] replaces affected 
erythrocytes by Rh-negative cells in- 
capable of being affected by Rh 
antibodies, and |4| lessens the sever- 
ity of jaundice and consequently 
the likelihood of kernicterus. 

In the hands of physicians ex- 
perienced in the procedure, excel- 
lent results are reported with ex- 
change transfusion.” In inexperienced 
hands it is not without danger, and 
fatalities can occasionally be attrib- 
uted directly to this procedure. Ad- 
ditional small amounts of blood are 
not infrequently necessary at 4 to 
6 weeks of age. 

If exchange transfusion is not 
used, therapy consists of administer- 
ing compatible Rh-negative blood in- 
travenously in amounts of 15 to 
18 cc. per kilogram as required to 
overcome anemia. Evidence suggests 
that adult plasma stimulates the ac- 
tivity of antibodies in the circulation 
of the newborn; therefore, plasma- 
free erythrocytes are recommended 
as more desirable than whole blood. 

Vitamin K is given immediately 
after birth because of the hemor- 
rhagic tendencies in some erythro- 
blastotic infants. Crude liver extract 


(Continued on page 136) 
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whenever 


Steroid Hormone 


Therapy 


‘is indicated... 


LINGUETS 


save time for the Physician’ 


save money for the Patient 


When placed in the natural pocket be- 
tween gum and cheek, Linguets dissolve 
at a rate closely approximating that of 
absorption of the hormone by the oral 
mucosa. The drug passes directly into the 
systemic circulation and initial inactiva- 
tion in the gastrointestinal tract and the 
liver is avoided. The efficiency of Linguets 
is augmented by their unique design. 
Shaped to fit securely and comfortably 


Metandren’ 


LINGUETS 


methyltestosterone 
5 mg., white—10 mg., yellow 


“Eticylol’ 


ethiny! estradiol 

0.5 mg., pink j 

*For treating prostatic carcinoma 
only 


into the buccal pocket, they do not pros 
mote salivation and frequent swallowing, 

The use of Linguets thus makes possible 
satisfactory therapeutic response with 
low dosages. ““Manifestly, this represents 
a great financial saving to the patient 
... land “reduces the office load on the 
busy practicing physician.””? 


1. Escamilla: R. F.; Am. Practitioner 3:425, March, 1940 
2. Lisser, H., et al,; Postgraduate Med. 8:393, Nov.,1980 
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REPRESENTS PERIOD OF 12 WEEKS; 


All graphs began on same date. 
Separated for comparison of the 
growth curve. 


ECENT STUDIES CONDUCTED at a leading Eastern animal experimental 

laboratory’ tend to show that, as liquid supplements to a balanced 

diet, sweetened carbonated beverages have no adverse effect on total food 
intake, including milk. 

Four groups of young male albino Wistar rats of similar age and weight 
were the subjects. For twelve weeks, all were fed an adequate uniform diet 
of solid food comprising fat, protein and carbohydrate, as well as the neces- 
sary mineral salts and accessory vitamins. The only food variable in the 
tests was the liquid portion of the diet. 

Group A was allowed both milk and water; Group B, both milk aad 
carbonated beverages; Group C, carbonated beverages only; Group D, 
carbonated beverages and water. Unlimited quantities of all liquids were 
provided. Sweetened carbonated beverages of various flavors were used. 


The National Association of the 
Bottled Soft Drink Industry 


| 
WEEKS 
134 | 


During the twelve weeks period, the daily average of standardized solid food 

' consumed per animal was identical in Group A (milk and water) and Group D (car- 
bonated beverages and water), with the solid food consumed by Groups B and C 
being slightly less. 


| Total solid foods and fiquids consumed were highest for Group C (carbonated bev- 
erages only), with Groups D, B, and A following in that order. Total variation between 
Group C and Group A was only 1] per cent. 


| Despite free access to milk and flavored sweetened carbonated beverages in Group 
 B, there was no appreciable difference in milk consumed from Group A, which was 
restricted to milk and water for liquids. 


At the end of the tests, physical examination 
of all animals showed normal results as to 
growth and weight. Blood studies revealed 
findings within normal range in all groups. 
All animals appeared well during the tests 
and anatomical findings confirmed physical 
observations. 

On the average, a bottle of flavored car- 
bonated beverage contains one hundred cal- 
ories or less, in a form rapidly absorbed and 
transformed into food energy. As a guide to 
sounds nutrition, the Food and Nutrition 
Board of the National Research Council 
recommends use of the Seven Basic Foods in 
amounts that leave ample leeway for you to 
enjoy your favorite soft drink. 


1Usona Bio-Chem Labs., Inc., Phila., Pa. 
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and iron preparations may be of 
value after the first few days of life. 
The prognosis for the outcome of 
pregnancy must be guarded for any 
woman immunized to Rh. Until the 
infant is born, there is no way at 
present of determining how severely 
affected the child will be. When 
antibodies appear for the first time 
late in pregnancy, the baby is usu- 
ally normal or only slightly affected. 
The first erythroblastotic child de- 
livered by an immunized woman usu- 
ally survives. [he prognosis is poorer 
in subsequent pregnancies, and mor- 
tality rates are highest among chil- 
dren of women who have had a 
previous death or stillbirth because 
of erythroblastosis. Even these wom- 
en, however, may occasionally deliver 
a mildly affected surviving child. 
Immunization once established is 
permanent. Even though at times 
the antibodies in the blood dimin- 
_ ish after a lapse of several months 
or years, postponement of pregnancy 
does not seem to lessen the likeli- 
hood that the fetus will be affected. 
There is no reason to advise limita- 
tion of the number of pregnancies 
in Rh-negative women unless they 


~ are known to be immunized. It must 


be remembered that Rh-negative 
women lose children from the same 
causes as those who are Rh positive 
and that only a small share of the 
deaths and stillbirths among infants 
delivered by Rh-negative women are 
due to erythroblastosis. 

Abortions are not ordinarily caused 
by the presence of Rh antibodies, 
and the incidence of abortion is no 
greater for Rh-negative immunized 
women than for Rh-positive women. 
However, a woman may become im- 
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munized during the course of a preg- 

nancy that ends in abortion, and 

the more abortions the greater the 
possibility of becoming immunized. 

Therapeutic abortion should not 

be recommended solely on_ the 

grounds of Rh immunization even 
though one or more children have 
been lost because of erythroblastosis. 

The outcome in any given pregnancy 

is unpredictable and, regardless of 

past history and current antibody 

levels, it is not impossible that a 

mildly affected surviving child may 

be delivered. This unpredictability is 

the factor principally responsible for 

the difficulty in attempting to evalu- 

ate therapeutic procedures. 
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Differing from the ordinary ground-glass hypodermic 
syringe, the barrel of the new B-D DY NAFIT® SYRINGE is 
molded to fit its plunger, not ground. This means: 


1. LESS FRICTION between plunger and barrel, 

2. LESS EROSION because the intact “skin” of 

the glass barrel protects it during cleansing and sterilizing. 
3. LESS BREAKAGE because the glass has not 

been weakened by grinding, 


Less friction, less erosion, and less breakage mean 
longer life . . . and lower cost-in-use, 


You'll notice the difference the first time you use @ 

B-D DYNAFIT SYRINGE. The finely-ground plunger slides 
smoothly along the unground inner surface of the barrel. 

And it will continue to do so because the DYNAFIT 

virtually never wears out. 


See the new B-D DYNAFIT SYRINGE at your dealer’s. 
Available in 2 cc., 5 cc., and 10 ce. sizes with Luer-Lok® tip. 
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Obstetric Anesthesia and Analgesia 


NICHOLSON J. EASTMAN, M.D.* 


Johns Hopkins University, Baltimore 


Prepared for Modern Medicine 


Ain relief in labor continues to 

be one of the most pressing and 
perplexing problems in obstetrics. 

It is pressing because the majority 
of women today expect the greater 
part of the pain of labor to be 
abolished. At the same time, it is 
perplexing because all methods which 
are routinely efficacious carry certain 
hazards to both the mother and the 
child. 

The number of maternal deaths 
which occur in the United States 
as the direct or indirect result of 
anesthesia and analgesia is probably 
greater than is generally realized, 
certainly by the laity, and probably 
also exceeds the published data on 
the subject. The sudden death of 
a healthy young woman from. this 
cause is not an experience about 
which the average obstetrician or 
anesthetist is likely to rush a report 
into print. 

Furthermore, in such cases, there 
are often little shreds of suggestive 
evidence here and there that the 
death may not have been due to 
the anesthesia, after all, but to some 
such unavoidable accident pul- 
monary or amniotic fluid embolism. 
Moreover, in these unexpected fatali- 
ties, autopsy permission is notorious- 
ly difficult to secure. Because of all 
this, a certain proportion of these 


deaths is doubtless reported, without 
any overt dishonesty, under a diag- 
nosis which does not imply culpa- 
bility. 

But, even if we overlook these 
unreported catastrophes, the number 
of recorded fatalities from obstetric 
anesthesia makes it one of the more 
important causes of maternal death 
in the United States. Thus, in just 
one state, within a twenty-one-month 
period, no less than 15 deaths were 
assigned to this single cause by Lock 
and Mason in their North Carolina 
study. 

In 6 cases, the patients died of 
circulatory collapse during spinal 
anesthesia. In all but 1, the dosage 
of the anesthetic agent was larger 
than that ordinarily recommended 
for obstetric purposes. In 1 case, 
death from meningitis occurred 
twelve days after a spinal anesthetic 
had been administered for cesarean 
section. In 2 cases, the patients failed 
to react from intravenous pentothal, 
and it was believed that 1 woman 
died from sensitivity conse- 
quent upon the local infiltration of 
1°) novocain solution. 

As Lock and Mason point out, it 
is significant that more deaths oc- 
curred from spinal anesthesia in this 
series than from ether, despite the 
fact that ether is given much more 
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double the power to resist food 
in obesity! 


Long-established habits of catering to an enormous appetite and the “love 
for eating” make the problem of weight reduction doubly difficult. It requires 
a strong will-power to adhere to a restricted dietary regimen day after 
day ... for dietary restriction and lack of bulk create a gnawing sense of 
emptiness that impels violation of the diet. Bulk hunger, as well as excessive 
appetite, therefore, must be controlled. 


Based upon the modern concept of hunger and appetite, Obocell makes 
reducing easy. Obocell is a new therapeutic adjunct that curbs appetite, sup- 
presses bulk hunger, elevates the mood and doubles the power to resist food. 


Each Obocell tablet contains Dextro-Amphetamine Phosphate, 5 mg.; Methyl- 
cellulose, 150 mg. Dose: Three to six tablets daily, usually given 30 minutes 
before meals. Supplied: Bottles of 100, 500, 1000. 


Literature and Samples on Request 
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frequently than spinal anesthesia. Of 
the 15 fatalities, 5 occurred with 
ether, 2 illustrating the danger asso- 
ciated with vomiting during the sec- 
ond stage of anesthesia and during 
the reaction period. Mendelson has 
described two syndromes occurring 
after aspiration of stomach contents. 
The first is atelectasis resulting from 
the aspiration of solid material. The 
second is an asthma-like state which 
follows aspiration of acid liquid 
vomitus. 

The 2 deaths from aspiration of 
vomitus assume especial pertinence 
in the light of a recent investigation 
by Merrill and Hingson. They sent 
out questionnaires to 208 hospitals 
in the United States, all having 


2,000 or more deliveries a year, in- 
quiring how many maternal deaths 
from aspiration of vomitus they had 
observed in the past five years. 

A total of 166 hospitals replied, 


covering 2,260,000 births. Among 
these there were 50 maternal deaths 
from aspiration of vomitus. Quite a 
few hospitals reported that they had 
had “no actual deaths, but a num- 
ber of mighty close calls.’ Subse- 
quently Merrill and Hingson have 
sent out additional inquiries to the 
hospitals not replying to the first 
questionnaire and to a large number 
of smaller hospitals and, from further 
replies, believe that the above figure 
is an underestimate of the gravity 
and frequency of this accident. 
Analgesia and anesthesia play a 
role in neonatal mortality, not only 
through the occasional production of 
narcosis and anoxia, but also through 
the inhibitive effect which the medi- 
cation frequently exerts on uterine 
contractions. The latter action indi- 
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rectly affects the infant, but is difh- 
cult to prove and is rarely cited in 
neonatal mortality statistics. 

Nevertheless, if it be granted that 
uterine inertia, with its attendant 
likelihood of intrauterine infection 
and instrumental delivery, consti- 
tutes a threat to the baby, the role 
of analgesia looms large, because, 
in modern obstetrics, a common 
cause of uterine inertia is the pre- 
mature and injudicious use of anal- 
gesic medication. Indeed, as far as 
we are aware, no efficacious method 
of obstetric pain relief exists which 
does not occasionally retard or even 
stop labor, whether the medication 
is given orally, hypodermically, in- 
travenously, intrathecally, or in the 
caudal canal. 

At this juncture it might seem that 
these derogatory criticisms can logi- 
cally lead to but one conclusion: 
that all forms of obstetric analgesia 
and anesthesia had best be abandon- 
ed because of the dangers involved— 
a conclusion that has actually been 
reached and taught by certain writ- 
ers. That this is not a sound policy 
is emphatically evident if the prob- 
lem is surveyed impartially in broad 
perspective. 

To gain such perspective, all that 
is necessary is to compare the man- 
agement of labor three decades ago 
with current practices. In the early 
1920's, analgesic drugs were admin- 
istered only exceptionally and, for 
anesthesia, a few whiffs of ether or 
chloroform at the moment of de- 
livery, or nothing at all, was the 
usual routine. That period was char- 
acterized also by a maternal mortality 
rate several times that which obtains 

(Continued on page 144) 
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slow healing wounds 
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(decubitus, varicose, diabetic) 


OINTMENT 
the external 
cod liver oil therapy 


accelerates healing 


New clinical studies' again prove the ability of 
Desitin Ointment to ease pain, inhibit infection, stimulate 
healthy granulation, and accelerate smooth epitheliza- 
tion in lacerated, denuded, ulcerated surface tissues . . . 
often in conditions resistant to other therapy. 


protective, soothing, healing Desitin Ointment is a 

blend of high grade, crude Norwegian cod liver oil (with its 
unsaturated fatty acids and high potency vitamins A and D in 
proper ratio for maximum efficacy), zine oxide, talcum, petrolatum, 
and lanolin. Does not liquefy at body temperature and is not 
decomposed or washed away by secretions, exudate, urine 

or excrements. Dressings easily applied and painlessly removed. 
Tubes of 1 oz., 2 0z., 4 0z., and 1 |b. jars. 
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LONG-ACTING 


ACTHAR Gel, the new LONG-ACTING repository preparation for deep 
subcutaneous and intramuscular injection, greatly facilitates ACTH 
therapy for both the patient and the physician. A single daily injec- 
tion is sufficient in the many cases requiring less than 80 I.U. (mg.) 
per day. Remission of symptoms may often be maintained by two 
to three injections per week. Office treatment for the ambulatory 
patient and home treatment for the bedridden become readily appli- 
cable, with considerable economy to the patient. ACTHAR Gel is well- 
tolerated locally and possesses the full efficacy of aqueous ACTHAR. 


Indications: Rheumatoid arthritis, rheumatic fever, acute lupus er- 
ythematosus, drug sensitivities, severe bronchial asthma, contact 
dermatitis, most acute inflammatory diseases of the eye, acute 
pemphigus, exfoliative dermatitis, ulcerative colitis, acute gouty 
arthritis, secondary adrenal cortical hypofunction. 


Literature and directions for administration of ACTHAR Gel, includ- 
ing contraindications, available on request. 
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today, while the stillbirth and neo- 
natal rates were considerably higher. 

And what were the more common 
causes of those maternal and infant 
deaths? One of the most frequent 
was the following sequence: a difh- 
cult mid- or high-forceps delivery, 
operative trauma, hemorrhage, shock, 
and, if the patient survived these, 
puerperal infection. And what was 
the most common indication for 
these mid- and high-forceps opera- 
tions? The answer to this question 
must be indelibly clear to anyone 
who practiced in those days—the 


everlasting screams and importunities 
of the patient, hour in and hour out, 
to “take the baby.” It is the magnifi- 
cent contribution of modern §anal- 
gesia to have well-nigh eliminated 


this costly reason for premature in- 
terference and, by so doing, it has 
unquestionably saved more maternal 
and infant lives than it has lost. 
The relief of pain itself, while com- 
mendable, would not justify the em- 
ployment of methods which them- 
selves entail danger, were it not that 
they permit more patient manage- 
ment of labor and so make for easier 
deliveries, resulting in healthier 
mothers and more living babies. 
Although the over-all balance sheet 
of obstetric analgesia and anesthesia 
thus shows a surplus to its credit, 
fatal accidents are continually occur- 
ring and their substantial number 
constitutes a major challenge. That 
important inroads can be made on 
these losses is shown by the fact 
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that most of these deaths, on search- 
ing analysis, are clearly preventable. 
Some of the more noteworthy factors 
which bear on this problem are as 
follows: 

Personnel—Vhoroughly competent 
anesthesia personnel, obviously the 
sine qua non of any safe program 
of pain relief, is unfortunately the 
most vulnerable link in the chain 
and promises to be so for a long 
time to come. 

The sorry fact we must face is that 
there are not nearly enough well- 
trained anesthesia specialists, includ- 
ing nurse anesthetists, to meet the de- 
mands of general surgery, its spe- 
cialties, and obstetrics and gynecol- 
ogy as well. 

Of physician anesthetists who have 
been certified by the American Board 
of Anesthesiology, there are less than 
750 to meet the demands of some 
5,000 hospitals. The present number 
of nurse anesthetists, possibly 8,000 
to 10,000, is inadequate to fulfill 
the requirements of surgical anes- 
thesia alone and, for various reasons, 
it seems unlikely that their ranks 
will be greatly augmented in the 
future. 

Moreover, unless we are very mis- 
taken, nurse anesthetists are not per- 
mitted to administer conduction 
anesthesia. There remain 2,000 or 
3,000 physician anesthetists, exclu- 
sive of house staff, who are not certi- 
fied by the Board, but who devote 
all or part of their time to anes- 
thesia. Even if we regard all these 
three cohorts as comprised of “anes- 
thesia experts,” an unjustified as- 
sumption, their total number of some 
12,000 is not sufficient to administer 
the 10,000,000 anesthetics given in 
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the United States each year, exclu- 
sive of dental anesthesia. ‘ 

With this paucity of anesthesia 
personnel, it is understandable that 
obstetrics is the specialty which is 
the most likely to be slighted. The 
inconvenient hours, the emergency 
character of most of the calls, and 
the waiting periods which are often 
necessary before a case is completely 
ready for forceps make it virtually 
impossible for anesthetists to practice 
obstetric as well as scheduled surgical 
anesthesia. And it is only natural, 
for the reasons stated, that they 
should prefer the latter. 

It is true that a few institutions 
have one or more nurse anesthetists 
on call over the twenty-four hours 
but, as indicated, this usually excludes 
conduction anesthesia. Moreover, if 
several deliveries occur simultaneous. 
ly, someone else has to take a hand. 
A still smaller number of hospitals 
are in the happy position of having 
one or more physician anesthetists on 
call for obstetrics at all hours. This 
arrangement is, of course, ideal, but 
the number of such clinics is so very 
few that the part they play in the 
national picture is negligible. 

What then is the solution to the 
personnel problem? Within the fore-. 
seeable future, it can only lie in 
the assumption by the obstetrician 
of the responsibilities of obstetric 
analgesia and anesthesia. This calls 
for training and experience in this 
field from his earliest intern days. 
If emphasis is laid on the art and 
science of obstetric pain relief as an 
integral part of house staff training, 
several useful purposes will be 
served: 

@ Second-year house staff men should 
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be competent to handle safely the 
great majority of cases. 

® When staff men finish such train- 
ing, they will be in a position them- 
selves to supervise and, in the case 
of conduction methods, administer 
analgesia and anesthesia—a great safe- 
guard when working in small hos- 
pitals which have no regularly em- 
ployed anesthetists and only 1 or 2 
interns at best. 

® Such men will appreciate the ob- 
stetric factors in a given case and 
their bearing on the optimum type 
and timing of the analgesic and 
anesthetic technics to be employed. 
This is all-important because of the 
intimate relationship which exists be- 
tween pain relief, on the one hand, 
and uterine motility and fetal wel- 


fare, on the other. Indeed, a man 
who has had training both in ob- 
stetrics and in obstetric analgesia and 
anesthesia is usually a safer admin- 
istrator of pain relief in labor than 
the best anesthesiologist with little or 
no knowledge of obstetrics. This re- 
mark is not intended as a slur on 
anesthesiologists, but is merely a hint 
that many of them would do well 
to learn more about the obstetric 
angle of their specialty. 

Best methods—There is no_ best 
method, since all have their advan- 
tages and disadvantages. These just 
about offset one another in normal 
cases with a mature baby. 

For an obstetrician to master many 
of the various technics which have 
been recommended for pain relief 
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in labor is quite impossible and 
undesirable. Indeed, the occasional 
user of a technic is the dangerous 
user, and the more a man can con- 
centrate on one method the better. 
FOR YOUR YOUNG Nevertheless, he will find it useful 
to have at his disposal the following: 
at 7 PATIENTS {1} a method of systemic analgesia, 
{15 Ceelfir such as a barbiturate and scopolamine 
IMPING LAS or rectal ether, {2} a method of sys- 
FOR WEAR temic anesthesia such as gas-oxygen- 
ether or sodium pentothal, and [3] 
DEVELOPMENT a method of regional anesthesia such 
CHARTS as saddle block, local infiltration, or 
continuous caudal. 

Dosage in spinal anesthesia—Most 
of the deaths which have been re- 
ported from spinal anesthesia in ob- 
stetrics have been caused by use of 
gross overdosage. Unfortunately, the 
amount of anesthetic agent which is 
usually employed and appears to be 
relatively safe for surgical anesthesia 
in nonpregnant persons may be 
lethal to a parturient woman. Many 
errors are attributable to ignorance 

And to aid proper of this difference. 

foot development, The maximum dose of a spinal 
Jumping-Jacks unique, | anesthetic agent which can be ad- 
sole and heel. Fine, | M™inistered safely in obstetrics is 
supple leathers mean} about one-third that which is fre- 
shoe flexibility...real | quently used in surgical cases, and 
peauens the present-day trend is to reduce 
SeND FoR YouR the amount given to the barest min- 
FREE CHARTS TODAY | }}| imum. For instance, 35 mg. of pro- 

caine is usually adequate for low 
forceps, episiotomy, and repair. In 
this connection it should be noted 
that for cesarean section the frac- 
tional spinal technic is a valuable 

safeguard against overdosage. 
Aspiration of vomitus—Abundant 
r-- evidence attests the fact that gastric 
‘cond me sumping- motility is impaired in labor and 
; Development charts at no charge. 
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MAME onset may remain in the stomach 
| ADDRESS — for many hours, even for a day or 


so. This fact, coupled with the large 


4 
q 
| 
| 
i 
j 
150 | 
| 


Consider this 
PRACTICAL, 


TO FORTIFY 


the low-fat 
high-protein diet 


The inclusion of Vitamin A-D fortified skim (or partially 
defatted ) milk in low-fat high-protein diets has been found 
highly beneficial in all these cases... 
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zation of Vitamins A & D in 
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[of PREGNANCY & LACTATION — an 
even richer protein source 
than whole milk—enhances re- 
sistance to edema, toxemia, ane- 
mia, hypertension. 


GERIATRICS—increased vita- 

min, calcium & protein re- 
quirements, limited fat intake— 
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POOR FAT TOLERANCE — en- 
[vf hanced assimilation of fat- 
soluble Vitamins A & D in vari- 
ous disorders. 
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OBSTETRICS SYMPOSIUM 


number of deaths reported from 
aspiration of vomitus in obstetric 
anesthesia, makes it mandatory that 
every patient be questioned about 
her last ingestion of food; if food 
has been taken within the past six 
hours, some form of conduction anes- 
thesia is preferable. 

If general anesthesia is obligatory, 
the anesthetist must be alert to the 
possibility and dangers of vomiting. 
If prodromal signs of vomiting occur, 
immediate Trendelenburg — position 
will often prevent aspiration. In oc- 
casional cases, stomach lavage may 
be necessary. It must also be recalled 
that women having barbiturate and 
scopolamine analgesia may vomit 
and, if left alone even for a few sec- 
onds, may aspirate with fatal results. 


A number of deaths are on record 
from vomiting under such circum- 
stances, in addition to those which 
have occurred during anesthesia. 

Timing of analgesta—The_ opti- 
mum time for starting analgesia, 
whether medicinal or caudal, de- 
mands astute judgment which can 
be garnered only from experience. 

A grave and common error is to 
initiate analgesia too early. In retro- 
spect, many of our worst cases of 
prolonged labor have resulted from 
premature employment of either seda- 
tive drugs or caudal anesthesia. Such 
medication should never be started 
until proof positive exists that the 
cervix is showing progressive efface- 
ment and dilatation. 

“Physiologic childbirth” —So-called 
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dysfunction 
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physiologic or natural childbirth is 
a broad concept and represents an 
attempt on the part of those who 
care for pregnant parturient 
women to understand the physiology 
of pregnancy and labor, especially in 
its emotional aspects, so that the pa- 
tient may view these important func- 
tions with less apprehension and 
better understanding. 

This psychologic care of the pa- 
tient throughout pregnancy and la- 
bor is an indispensable basic seda- 
tive. A woman who is carefree, un- 
atraid, and possessed of complete 
confidence in her obstetrician and 
nurses usually enjoys a_ relatively 
comfortable first stage or requires a 
minimum of medication. This whole- 


some attitude toward parturition 


OBSTETRICS SYMPOSIUM 


must be assiduously fostered at all 
times as an essential phase of pain 
relief. 

Physiologic childbirth is not a sub- 
stitute for medical analgesia and anes- 
thesia. Nevertheless, the more its 
principles can be inculcated in the 
management of labor, the easier, in 
general, will labor be. Moreover, 
the quantity and duration of medi- 
cinal analgesia and anesthesia re- 
quired will be diminished to the 
benefit of both mother and child. 


REFERENCES 
Lock, F. R., and Mason, L. B., New 
Orleans M. & S. J. 102:449, 1950. 
Mendelson, C. L. Am. J. Obst. & Gynec. 
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Merrill, R. B., and Hingson, R. A. 
Current Researches in Anesth, & 
Analg. 30:121, 1951. 
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Medical Forum 


Discussion of articles published in MovERN MEDICINE ts al- 
ways welcome. Address all communications to The Editors of 
Mopern Mepicine, 84 South roth St., Minneapolis 3, Minn. 


Steroid Hormone Allergy* 


Comment invited from 
George L. Waldbott, M.D. 
Leo H. Crep, M.D. 

J. William Finch, M.D. 


> ro THE EDITORS: Dr. George P. 
Heckel’s suggestion that ovarian pain, 
the congestion-fibrosis syndrome, pre- 
menstrual distress, and painful breasts 
are due to sensitivity to steroid hor- 
mones is certainly worth investigat- 
ing. 

From my own experience, I am 
convinced that sensitivity to various 
steroids exists. However, I doubt 
that skin tests with steroid hormones 
offer the proof of Dr. Heckel’s theory. 
1 have tested at least goo allergic 
patients and many normal controls 
with a number of steroid hormones. 
Only in a very few cases did we ob- 
tain skin reactions which could be 
definitely termed positive. 

Some observations indicate that 
these symptoms, which are undoubt- 
edly allergic in mature, are induced 
in a different manner. An overdose 
of pollen extract in hay fever pa- 
tients not infrequently produces 
uterine spasms and hemor- 
rhages, as well as the other mani- 
festations mentioned above. I have 
several patients with allergic nasal 
disease who are very sensitive to 
certain foods; these patients can in- 
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duce premenstrual discomfort at will 
by eating the foods to which they 
react. 

In other words, it is probable that 
the ovary and other glandular organs 
can act as the shock organ and thus 
alter the normal secretion of steroids. 
The administration of pregnandiol 
and similar preparations, which has 
been very valuable in my experience, 
may thus represent a substitution 
therapy rather than desensitization. 

GEORGE L. WALDBOTT, M.D. 
Detroit 


TO THE EDITORS: There is more 
than a suspicion of a relationship be- 
tween the function of the endocrine 
glands, allergy, and the neurovegeta- 
tive system. Menstruation and _ preg- 
nancy affect the allergic state. Allergy 
to endocrine substances is not un- 
common, as may be found in many 
cases of sensitivity to pituitary ex- 
tract, thyroid extract, insulin, and 
ovarian extract. 

There is, however, very meager ob- 
jective evidence to indicate that ovari- 
an pain, congestion of the breasts, 
and premenstrual distress are indica- 
tions of allergic sensitivity to steroid 
hormones. The mere occurrence of 
positive skin reactions to these ster- 
oids is, of course, no proof of clinical 
sensitivity. The very fact that, in the 
words of the authors, “Sensitivity of 
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the skin to steroids, although slight, 
occurs in normal people. About a 
third showed a response,” bears out 
this contention. 

In none of the patients could the 
symptoms be induced at will by the 
injection of a sufhciently large dose 
of steroids. Desensitization with any 
antigen is difficult if not impossible. 
The interpretation of clinical im- 
provement following such treatment 
with small doses is notoriously un- 
reliable and susceptible to subjective 
and prejudicial impression. 

The theory advanced in Dr. Heck- 
el’s paper is extremely provocative 
and useful and should form the basis 
of further careful observation. 

LEO H. CRIEP, M.D. 


Pittsburgh 


Styled with Distinction... 


1O THE eEpITORS: Ovarian pain, 
congestion of the breasts, and pre- 
menstrual distress are not, in my 
opinion, indications of allergic sen- 
sitivity to the steroid hormones. 

It is quite true that sensitivity to 
the steroid hormones does exist, but 
I doubt if general sensitivity to all 
steroids is likely to exist, as Dr. 
Heckel indicates. 

I have endeavored to show that 
many patients are sensitive to corpus 
luteum secretions (J.4.M.A. 111:1368, 
1938; dm. J. Obst. & Gynec. 40:1029, 
ig40; J.A.M.A. 119:400, 1942; Am. 
J. Obst. & Gynec. 58:591-594, 1949)- 
This sensitivity produces the nausea 
and vomiting of pregnancy. Also, I 
have shown that the nausea and 


vomiting which so frequently follow 
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administration of  diethylstilbestrol 
are similar to, if not identical with, 
the nausea and vomiting of preg- 
nancy that occur in the same individ- 
uals. Desensitization with whole 
corpus luteum extractions or admin- 
istration of antihistaminic compounds 
will alleviate the symptoms of hy- 
peremesis gravidarum, and desensi- 
tization to stilbestrol or administra- 
tion of antihistaminics with stilbestrol 
will permit full doses of this drug 
to be given to sensitive individuals. 

My opinion is that in the case of 
ovarian pain, congestion of the 
breasts, and premenstrual tensions we 
are dealing with disturbed electrolyte 
balance with retention of intercel- 
lular fluids. 

Most cases of premenstrual distress 


MEDICAL FORUM 


are amenable to a salt-free diet and 
administration of ammonium chlo- 
ride, with its resulting loss of fluids. 
Premenstrual administration of tes- 
tosterone will alleviate the distress of 
painful breasts and of premenstrual 
tension. Most cases of ovarian pain, 
unless endometriotic in origin, will 
respond to doses of stilbestrol suffi- 
cient to depress the pituitary follicle- 
stimulating hormone, thus permitting 
the painful follicular microcysts to 
regress. None of these symptom com- 
plexes improves with the administra- 
tion of antihistaminic drugs. I do 
not believe they can be explained 
on a basis of allergy to the steroid 
hormones. 

J. WILLIAM FINCH, M.D. 
Hobart, Okla. 
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Diagnostix 


Here are diagnostic challenges presented as they confront the consultant from 
the first clue to the pathologic report. Diagnosis from the Clue requires un- 


Case MM-202 


THE CLUE 


ATTENDING M.D: The next patient is 
a 26-year-old girl who entered the 
hospital because of recurrent at- 
tacks of palpitation. An_ electro- 
cardiogram made in the admitting 
room showed auricular tachycardia, 
right axis deviation, and tall peak- 
ed P waves. Carotid sinus pres- 
sure stopped the arrhythmia. 

VISITING M.D: Has she been treated 
for paroxysmal tachycardia? 

ATTENDING M.bD: No, but six years ago 
her heart was noted as enlarged on 
chest films made when she was 
hospitalized for pneumonia. She 
has had pneumonia four times. 

VISITING M.D: Heart symptoms other 
than palpitation? 

ATTENDING M.D: Very few. She has had 
slight dyspnea on exertion for two 
years. Her chief complaint is the 
recurrent: palpitation. 

VISITING M.D: Has she had rheumatic 
fever? 

ATTENDING M.D: No. However, the 
mother states that the patient was 
a “blue baby.” Apparently the 

cleared) within few 

months and has never recurred. 


cvanosis 


PART II 


VISITING M.D: Tell me more 
the attacks of palpitation. 
ATTENDING M.b: They began about 
two years ago, occur once or twice 


about 
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usual acumen and luck; from Part Il, perspicacity; from Part Il, discernment. 


a month, and last about one-half 

hour. Will you see the patient? 

VISITING M.D: Yes. (Later, after leaving 
the patient’s room) The patient 
appears young for her age, small, 
and gracile. I noted no clubbing, 
cyanosis, or venous engorgement. 
The lungs were clear and the heart 
was beating regularly at a rate of 
80. What was the blood pressure? 

ATTENDING M.D: During the tachy- 
cardia, the blood pressure was difh- 
cult to obtain but seemed to be 
about 100/90 mm. Hg. After re- 
turn to sinus rhythm the pressure 
was 105/86. What about the heart? 

VISITING M.D: It is definitely enlarged, 
in fact surprisingly so, in view of 
the paucity of symptoms. I found 
the apical impulse in the sixth 
intercostal space in the anterior 
axillary line. The left border of 
the heart was convex. I could feel 
no thrills but I heard a rough 
grade 2 systolic murmur in_ the 
second and third interspaces ad- 
jacent to the sternum. The second 
pulmonic sound was loud. With 
the patient sitting up and leaning 
forward, a short, early diastolic 
murmur followed the loud pul- 
monic second sound, Did I miss 
anything? 

ATTENDING M.D: No. In fact, I failed 
to detect the diastolic murmur. 
VISITING M.D: It may well be transient. 
I think it is due to pulmonary 
hypertension, a Graham Steell mur- 
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DIAGNOSTIX 


mur. [| suppose laboratory studies 
normal. You have told me 
electrocardiogram. What 


were 
of the 


about the fluoroscopic examination? 


PART III 


ATTENDING M.D: The roentgenologist 
reported cardiac enlargement pre- 
dominantly right ventricular and 
right auricular. The pulmonary 
artery also was large and pulsated 
prominently. No calcification in the 
heart valves. The aorta was small. 

VISITING M.D: I think we are dealing 
with a congenital heart disease. 
The only acquired valvular lesion 
compatible with the appearance of 
the heart is mitral stenosis, and 
without suggestive apical murmurs, 
that diagnosis is unlikely. 

ATTENDING M.D: Do you recommend 
cardiac catheterization? 

VisitING M.D: I think it should be 
done. We must not miss a lesion 
which could be treated. 

ATTENDING M.D: (Two days later) 
Cardiac catheterization was carried 
out without difficulty. ‘The pressure 
was 40/4 mm. Hg in the right 
ventricle and 40/20 mm. Hg in 
the pulmonary artery. An oxygen 
content of 14 volumes per cent 
was found in blood samples taken 
from the pulmonary artery, right 
ventricle, and right auricle. How- 
ever, the oxygen content of blood 
from the superior vena cava was 
only 8.5 volumes per cent. 


PART IV 


VISITING M.D: Unfortunately, our 
clinical impression of an interatrial 
septal defect is confirmed by the 
significant difference between oxy- 
gen contents in the vena cava and 
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the right atrium. The slightly ele- 
vated pressures in the right ven- 
tricle and pulmonary artery are 
due to the greatly increased blood 
flow through the pulmonary circuit 
caused by the shunt of blood 
from the left to the right atrium. 
ATTENDING M.D: Is this a typical case? 
VISITING M.D: Fairly so. The combina- 
tion of a systolic murmur at the 
base of the heart in a noncyanotic, 
poorly developed patient with elec- 
trocardiographic evidence of right 
ventricular preponderance — and 
fluoroscopic demonstration of a 
large right ventricle and a dilated 
pulsating pulmonary artery should 
suggest an interatrial defect. Fe- 
males are affected more often than 
males. A thrill may be present. 
‘Transient cyanosis at birth is char- 
acteristic. Later the blood flow is 
from left to right and cyanosis 
disappears. Quite often the pa- 
tient reaches adult life with few 
symptoms despite definite cardiac 
enlargement. ‘These patients are 
prone to pneumonia and to ar- 
rhythmias, especially auricular. 
ATTENDING M.D: Is subacute bacterial 
endocarditis often a complication? 
VISITING M.D: Endocarditis may de- 
velop but less commonly than with 
an interventricular septal defect. 
However, rheumatic fever occurs 
commonly in patients with this de- 
fect and mitral stenosis develops 
frequently enough to be given the 
eponym Lutembacher’s disease. 
ATTENDING M.D: Is there a chance of 
correcting the defect surgically? 
VISITING M.D: Studies are being made 
to develop a surgical procedure 
for closure of atrial septal defects 
but it is not yet used clinically. 
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Washington Letter 


U.S. Health Bills Buried at Bottom of Legislative Heap 


\fter appropriations and other major 
bills were out of the way, Congress 
was able before adjournment to con- 
sider two important health bills that 
had been delaved for months, the 
solton bill for aid to nursing educa- 
tion and the Humphrey-Durham bill 
for revising the prescription code. 

Sull buried were two equally sig- 
nificant bills, the proposal for federal 
assistance to local public health de- 
partments and the much-argued plan 
for aid to medical education. 

The House Interstate and Foreign 
Commerce Committee showed no in- 
terest in the public health bill, which 
had passed the Senate and might 
have become law if cleared by this 


“The doctor has his instructions regarding this 


spoon 


Committee and the Rules Committee. 

Likewise, hopes for the aid to 
medical education plan, rekindled in 
early summer, were completely ex- 
tinguished by fall. Brought up re- 
peatedly for Senate consideration on 
“unanimous consent” requests, the 
bill each time was shoved down on 
the list by objections. 

The situation is puzzling in view 
of the American Medical Associa- 
tion's position. Last year the asso- 
ciation had successfully blocked the 
medical education bill because of 
certain broad grants of power to 
the federal government. This year 
\MA decided to endorse a plan for 
a five-year program of grants for con- 
struction only. This 
time Congress wasn't 
interested. On _ the 
House side, the bill 
yee was resting in the In- 

terstate and Foreign 
Commerce Committee. 

Hearings concern- 
ing the plan for fed- 
eral assistance to nurs- 
ing schools suggested 
that interested groups 
are agreed on only 
one matter: More 
nurses are needed. 
From that point on, 
witnesses had their 
own ideas on how to 
get the nurses, how to 
pay for their training, 
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how much to pay the schools, and 
when, if ever, to cut off the program. 

Public Health's Surg. Gen. Leonard 
Scheele estimated that by 1954 the 
country would need 404,000 register- 
ed nurses. He didn’t see where they 
would come from if the federal gov- 
ernment didn’t underwrite _ their 
training. The American Medical Asso- 
ciation’s spokesman, Dr. Walter Mar- 
tin, thought one solution would be 
to get more retired or inactive nurses 
back on duty. In an emergency, Dr. 
Martin said, there would be no ques- 
tion about getting these women back 
into uniform. 

Spokesmen for the nurses pointed 
out that every campaign for nurse 
recruitment was falling short. Wheth- 
er the inactive nurses, most of them 
married, would come back under any 
circumstances was unanswered. 

The Bolton bill would cost 
$47,000,000 or more every year, in- 
definitely. The AMA wants a five- 
year limit, with emphasis on con- 
struction grants and the training of 
nursing teachers. A spokesman for 
the Health Resources Advisory Com- 
mittee of Ofhice of Defense Mobiliza- 
tion opposed payments for mainte- 
nance of the students in addition 
to educational costs. He also said 
that inclusion of all schools on the 
same basis would “perpetuate un- 
economic and inadequate programs.” 

However, all witnesses before the 
House Committee recognized exist- 
ence of a shortage of nurses, and 
no one was opposed to some kind of 
federal aid program. Undoubtedly 
Congress will be struggling with this 
problem well into next year’s ses- 
sion. 

Hearings on the drug bill before 
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the Senate Health Subcommittee pro- 
duced an unusual public spectacle. 
The Retail Druggists’ Association, 
which had been supported by the 
Federal Security Agency, the Food 
and Drug Administration, and Sen. 
Humphrey (D., Minn.), on the first 
day of the hearing abruptly dropped 
the point it had been arguing for. 
The shift came so suddenly that 
Sen. Humphrey himself was taken 
by surprise. 

At issue was whether the drug in- 
dustry and the medical profession 
should be allowed to continue to 
determine what drugs be limited to 
prescription use. The Humphrey bill 
would give this authority to the 
Food and Drug Administration, 
which now only acts against individ- 
ual companies and individual drugs 
when the labeling law is violated. 

The retail druggists, the only in- 
dustry group favoring the change, 
were opposed by the three big manu- 
facturing associations, but had suc- 
cessfully maintained their position 
before the House Committee, even 
though the House voted to keep the 
present system. 

The druggists backed down only 
when convinced that no new law 
would be passed if they held out. 
Left in the bill are provisions legaliz- 
ing telephone prescriptions and ob- 
jectively defining prescription drugs. 

Sen. Humphrey, not so easily de- 
feated, attempted to get into the new 
law a lesser grant of power to FDA. 
Under his plan, FDA would be au- 
thorized to step in when the industry 
and the medical profession couldn't 
come to agreement on whether a 
particular drug was a prescription or 
nonprescription item. 


Modern Medicine, Nov. 1, 1951 
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AT THE 


FIRST 
SNEEZE 


That the sign for SYNTHENATE TARTRATE therapy 
... for in the early phase of coryza, this simple treatment brings gratifying, 
often dramatic relief. 
In 65% of cases complete remission of symptoms occurs within fifteen minutes 
after injection of 1 cc of SYNTHENATE TARTRATE-Breon, when adminis- 
tered within twenty-four hours of the first sign of a cold! 
Injection is simple...relatively nontoxic...prolonged in effect. SYNTHENATE 
TARTRATE-Breon increases cardiac efficiency and frequently slows the pulse 
rate; thus it is effective without appreciably increasing the work of the heart. 
It does not cause cardiac arrhythmias, does not stimulate the central nervous 
system, does not produce signs of anxiety. 
DOSAGE: 1 cc injected intramuscularly or subcutaneously ... repeated in 3 or 
4 hours, if required. 


SYNTHENATE 


Trademork 
TARTRATE SOLUTION 


Available at all drug stores. 1 cc ampuls 

— boxes of 12 and 25. ‘ai 
Complete literature to physicians on 
request. 


George A. Breon & Co. 


WZ) ~—— Pharmaceutical Chemists © 1450 Broadway, New York 18, N.Y. 
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Indications were that the AMA 
and the pharmaceutical industry 
would fight the amendment as hard 
as they had fought the proposal for 
the government to decide on all 
drugs. The new argument was certain 
to delay Senate passage of the bill. 


Rules for Reservists 
Alter weeks of detailed bickering 
and wrangling with and among mili 
tary services and the committee, the 
House Armed Services Committee has 
proposed a bill for reorganization 
of the reserve. If passed, the law 
should mean elimination of the con- 
fused situation of the last year, which 
saw a number of World War II 
reserve medical officers called back 
to duty. 
Under the plan, a man would re- 
main in the ready reserve for three 
years alter release from active duty. 


Our Office 
Nurse 


‘Think of a gag that 
fits the illustration. 
hor every issue a new 
gag is published and 
the author is sent $5. 
Phe Nov. 1 winner is 


S. J. Rubley, M.D. 


During this time he could be called 
into active duty by presidential order. 
Next, he could, if he wished, trans- 
fer to the standby reserve, from 
which he could be called to active 
duty only if Congress declared a 
national emergency. All ofhcers would 
be required to spend five years in 
the standby reserve. 

Under this system, medical and 
other reserve officers would re- 
lieved of much uncertainty. During 
ready service, they would 
know they might be called up if a 
military manpower shortage develop- 
ed in peacetime. After three years, 
however, they could, if they wished, 
insure against active duty except in 
event of a declared emergency. The 
Committee’s plan also provides for 
a realistic reserve training program, 
to be handled by an assistant secre- 
tary of defense. 


reserve 


Ben Lomond, Calif. 


Mail your caption to 
The Cartoon Editor 
Caption Contest 
No. 3 
MoperRN MEDICINE 
84 South roth St. 
Minneapolis 3, Minn. 


“Tt isn’t ‘prostitute trouble’ that is bothering 
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Mr. Jones.” 


Modern Medicine, Nov. 1, 1951 
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in lobar 


pneumonia: 


The prompt response to Terramycin therapy in lobar pneumonia 
is consistent with results obtained in primary atypical pneumonia, 
bronchopneumonia and many other infections of the respiratory 
tract. In a typical series of pediatric cases, Terramyein-treated, 
“temperatures returned to normal in 24 to 48 hours after therapy 
was begun. The clinical appearance of marked improvement took 
place during the same period.” 
Potterfield, 1. G., and Starkweather, G. A. 
J. Philadelphia General Hosp. 2:6 (Jan.) 1951 
CRYSTALLINE TERRAMYCIN HyDROCHLORIDI 
available Capsules, Elixir, Oral Drops, Intravenous, 


Ophthalmic Ointment, Ophthalmic Solution, 


ANTIBIOTIC DIN ESTON € CHAS. PFIZER & CO... INC., Brooklyn 6, NY. 
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PATIENTS 
...1 Have Met 


Ihe editors will pay $1 for cach story published. 
No contributions will be returned. Send your 
experiences to the Patients | Have Met Editor, 
MODERN MEDICINE, 84 South Tenth St., 
Minneapolis 3, Minn. 


True Blue 


A young woman was shopping for 
For some material for a dress. She wanted 
a special shade of blue, “almost a royal 


_ blue, but not quite,” she explained. She 
| . inspected bolt after bolt but none suited 
in her. 


“Perhaps you could bring in a sample 


that we could try to match,” suggested 


BRONCHITIS 
“Sample? Why certainly,” exclaimed 


the shopper, “I can give you one in a 
i e PAROXYSMS of moment if you will show me where the 
rest room is.” 

| With eyebrows raised, the clerk di- 
BRONCHIAL ASTHMA rected her to the women’s lounge. In no 
time at all the customer was back with 


a urine sample that had been tested 


CATARRHAL COUGHS and been found negative! 
© WHOOPING COUGH 
SMOKER’S COUGH 


PERTUSSIN’S active ingredient Ex- 
tract of Thyme (made by Taesch- 
ner Process) acts as an expectorant 
and antispasmodic in coughs not 
due to organic disease. It increases 


natural secretions to soothe dry, 
irritated membranes. Well tolerat- 
ed by both children and adults. 
Pleasant to take and entirely free 
from narcotics or harmful ingredi- 
ents of any kind. 


Samples on request 


SEECK & KADE, Ine. 
New York 13, N. Y. 
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were good 


With mercaptomerin sodium, the polymorphonuclear 
exudate produced by intramuscular injection into rats, 
was ‘‘entirely resorbed without evidence of residual damage.”” ~~ 


With other mercurial diuretics, however, ‘‘...the irreversible nature 


poe 


of the response was indicated by marked fibroblastic proliferation. 


Mercaptomerin sodium is now available under the Ayerst label as 
‘‘Diucardyn’’ Sodium. Virtually free from toxicity and local 

irritation, ‘‘Diucardyn’’ may be administered subcutaneously 
wherever mercurial diuretic therapy is indicated. 


The suggested dosage is 0.5 to 2 ec. subcutaneously — repeated as 
necessary. ‘‘Diucardyn’’ may be given intramuscularly or 
intravenously, if preferred. 


‘“‘Diucardyn’’ Sodium No. 424 is supplied in vials containing 1.4 
and 4.2 Gm. of powder which will provide 10 and 30 ce. 
respectively of a solution containing 40 mg. of mercury per ce, 


*Lehman, R. A., Taube, H., and King, E. E.: Proc. Soc. Exper. 
Biol. & Med. 71:1 (May) 1949. 


Bp McKENNA & HARRISON LIMITED 
New York, N.Y. Montreal, Canada 
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AR-EX SCALP LOTION 
Ar-Ex Scalp Lotion is indi- 
cated in chronic and acute 
cases of seborrheic dermatitis 
of the scalp. It is also useful 
in preventing and controlling 
dandruff, crusting and sealing 
of the scalp, and to ) 
promote hygiene of 
the scalp. Also avail- ; 
able: Ar-Ex Scalp Lo-// r 
tion with Oil. Sam-/ 
ples on Request. 

AR-EX COSMETICS, INC. 

Phermacevtical Division 
1036-MM W. Van Buren St., Chicago 7, III. 


Borcherat 
MALT SOUP EXTRACT 


= “#SCONSTIPATED BABIES 
Borcherdt's Malt Soup Extract is 

@ laxative modifier of milk. One or 

twe teaspoonfuls in a single feed 

ing produce a marked change in the 

stool. Council Accepted. Send 

free sample 


BORCHERDT MALT EXTRACT COMPANY 


217 N. Wolcott Ave., Chicago 12, III. 


FOR THE DIABETIC 


SUGAR-FREE 
SWEETS! 


Tasty little CELLU 
HARD GUM DROPS to 
satisfy that candy crave 
FREE—Cellu catalog of 
diet foods sent to phy 
sicians on request 


Die Foods 


CHICAGO DIETETIC HOUSE Inc 


1750 West Von Buren Street Chicage 12. 


FANSON DIET SCALE 


Standard diet scale 
of the ical 
profession. 


Capacity 500 grams 
y grams. 
Rotating dial eliminates 
Model 1411, glass pro- 
tected dial, price $15.00. 
Model 1440, enamel dial, 


price $10.00. 
See your supply house 


HANSON SCALE CO. Est. 1888 Chicago 72, i. 
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THE DOCTOR'S HOLIDAY 


Let's take a trip to McBurney’s Point, 
And stop tor a drink at Lisfranc’s Joint. 
Let's sail to the Islands of Langerhans, 
With Verheven’s Stars to guide ou 
plans. 
hrough 
Arch, 
Then to Lecat’s Gulf is an easy march 
So let us away, just you and me, 
Exploring the shores of Anatomy. 


Bernard’s Canal Corti’s 


“I’m allergic to rubber.” 


Resourceful 


When I arrived at a recent dinner 
party, my hostess smiled brightly, saying, 
“I'm so glad. I guessed right.” 

Puzzled, 1 asked her what she meant. 

My note of acceptance, which I had 
written by hand, had baffled her, she 
said. She couldn't tell whether it) was 
an acceptance or a_ rejection of her 
invitation, Finally she hit upon a_ bril- 
liant idea. She took the note and hand 
ed it to her druggist who was familiat 
with my writing. The druggist murmur- 
ed, “This will take a minute,” and 
took the note into the back room. 

Soon he emerged with a neatly wrap 
ped package. “That will be $2.89," he 
said. 
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ove 
interference ruled out in 


gastric 
fast-acting antacid therapy 


Al-Caroid, by neutralizing excess gastric acidity without 
retarding protein digestion, overcomes a common objection 
to the use of antacids. 


Caroid,® the potent proteolytic enzyme in Al-Caroid, digests 
proteins vigorously in both acid and alkali media. Protein 
digestion continues without interruption while fast and 
slow acting alkalies in Al-Caroid are producing a rapid, 
sustained rise in pH values. 


For quick, positive relief of indigestion, heartburn, flatu- 
lence, morning sickness of pregnancy, and other symptoms 
resulting from hyperacidity and impaired protein digestion 
—prescribe Al-Caroid. 


TABLETS ....in bottles of 20, 50, 100, 500 and 1000. 
POWDER...in 2 0z., 4 oz., and 1 Ib. packages. 


SEND 


Antacid- ‘© 
A L- CA R 0 D Digestant LITERATURE 


AND 
TRIAL 
SUPPLY 


AMERICAN FERMENT COMPANY, INC., 1450 Broadway, New York 18 
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TRADEMARE 


For Non-Narcotic 
Relief of Respiratory Congestion! 


MILD ASTHMA TRACHEITIS 
IN ALLERGIC SEIZURES BRONCHITIS 
CHEST COLDS HAY FEVER 


For the Patient With Respiratory Congestion, SEDORZYL 
(Wampole) provides prolonged, satisfactory relief and 
unobstructed breathing through its unique alliance of 
ORGANIDIN® (iodine organically combined by reaction 
with glycerin), EPHEDRINE and PHENOBARBITAL. 


LIQUEFYING EXPECTORANT 


As recently pointed out,! the ‘‘Iodides are among the 
oldest, time-honored remedies’? for asthma, producing 
a thin bronchial secretion which modifies and loosens 
characteristically tenacious and highly viscous mucus 
obstructing the air passages. 

In the SeporzyYL formula iodine is present in an excep- 
tionally well tolerated form as ORGANIDIN (Wampole), 
representing |, grain of this expectorant halogen (or- 
ganically combined by reaction with glycerin) per 5-cc. 
teaspoonful of the new respiratory decongestant. 


| QRGANIY™ 
an Effective New Combination: 
\ 
at | 
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IMPROVED RESPIRATION 

Ephedrine, as Goodman and Gilman note, “Influences 
respiration in two ways, by dilating the bronchioles. . . 
and by a direct stimulation of the respiratory center... 
Even in normal subjects . .. ephedrine increased respira- 
tory minute volume by about 20 per cent.” 


Each 5-cc. teaspoonful of SEpoRZYL provides '4 grain of 
ephedrine sulfate. 


MILD SEDATION 

The expectorant, bronchodilating, and respiratory stim- 
ulant elements of the SEDoRzYL formula are comple- 
mented and balanced by a small amount of phenobarbital 
(46 grain per 5-cc. teaspoonful) which assures comfort 
and offsets the side effects of ephedrine during prolonged 
decongestant therapy. 


COMPOSITION 
Each 5-cc. (teaspoonful) of SEDORZYL contains: 


PHENOBARBITAL .........: grain 
Warning: May be habit forming. 


ORGANIDIN® . . . . . 10 minims 


(Iodine organically combined by reaction with glycerin). 
0 minims contains 4 grain iodine. 


EPHEDRINE SULFATE ...... grain 
ALCOHOL. ........ =%1minim 


DOSAGE 

One teaspoonful of SEDORZYL is given initially every 2 to 
4 hours. The dose interval is then lengthened. Children 
are given proportionately less. 


SEDORZYL is supplied in 1-pint bottles. 


Samples and Literature on Request 


1. Feinberg, S. M., Malkiel, S., 
and Feinberg, A. R.: The Anti- 
histamines. Year Book Pub- 
lishers, 1950. 


. Goodman, L., and Gilman, A.: 
Pharmacological Basis of Thera- 
peutics Macmillan Co., 1941. 
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MODERNIZED 
BUROW’S SOLUTION 


DOMEBORO® 


NO 
CRUSHING 
NECESSARY 


MAKE THIS TEST~ 

drop one tablet in a pint of 
water - see it disintegrate before 
your eyes. The bubbles indicate 
how fast it is dissolving. Stirring 
hastens even this fast action. 


One tablet in a pint of water 
makes a Soothing, Stable. Buffered 
Aluminum Acetate solution of approx- 
imately pH 4.2 that is definitely the 
first approach in all cases of acute 
cutaneous inflammation, regardless 
of cause. 

DOMEBORO TABS a by 

U.S. Pat. No. 2,371,86 
Samples and 


available on request. 


DOME CHEMICALS INC. 
109 W. 64th St., NEW YORK 23, N. Y. 


Moved? 


If you have changed your address 
ently notify us promptly so y 
MEDIC] IF 
ite your old 
{ Send notic 
tion Departmen 
ERN MEDICINE 
Tenth Street 
is 3, Minnesota 


36 YEARS 


R 
GREEN 


ILLUMINATED 


EYE TESTING 


CHARTS 


For—EYE DOCTORS - 
SCHOOLS - FACTORI 
SEND FOR CATALOGUE 


Green Test Cabinet Co. AT 63rd 


St. Louis 5, Mo. 
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When prescribing Ergoapiol (Smith) with Savin 

for your gynecologic patients, you have the 
assurance that it can be obtained only on a written 
prescription, since this is the only manner in which 
this ethical preparation can be legally dispensed 
by the pharmacist. The dispensing of this uterine 
tonic, time-tested ERGOAPIOL (Smith) WITH SAVIN 
~only on your prescription—serves the best interests 
of physician and patient. 

INDICATIONS: Amenorrhea, Dysmenorrhea, Menorrhagia, 


Metrorrhagia, and fo aid involution of the postpartum uterus. 


GENERAL DOSAGE: One fo two capsules, three to four 
times daily—as indications warrant. 


In ethical packages of 20 capsules each, bearing no directions. 


ERGOAPIOLS"™ wis SAVIN 


Literature Available 
to Physicians Only. 


Ethical protective mark, M.H.S., 
visible only when capsule 
is cut in half at seam. 


MARTIN H. SMITH COMPANY 
150 Lateyette Soest Mew Tork 13, 
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..-in the hepato-biliary syndrome 


Cholan-HMB with Phenobarbital meets three 
specific needs ... providing: 


_I. Hydrocholeresis. Dehydrocholic Acid-Maltbie 
increases markedly the volume and fluidity of bile... 
removing mucus, inspissated bile and bacteria. 

.2. Spasmolysis. Positive, smooth muscle relaxa- 


tion effected by the antispasmodic homatropine methyl- 
bromide . . . no atropine-like side effects. 


3. Sedation. Phenobarbital assures dependable 
sedation without drowsiness, 


—in the treatment of the hepato-billary syndrome. 


Each Cholan-HMB with Phenobarbital Tablet con- 
tains: Dehydrocholic Acid-Maltbie, 3% gr., homatropine 
methylbromide, 1/24 gr., phenobarbital, Ye gr. 


Cholam-nms 
with Phenobarbital - tablets 


MALTBIE LABORATORIES, INC., Newark |, New Jersey 


it 
product for 


the nasal passages 


Swollen nasal mucous 
membranes . . . lacrimation. . . 
nasal discharge—the most acutely 
annoying manifestations of upper 
respiratory tract allergy or 
infection—respond quickly 
to the vasoconstrictive action of 


HYDROCHLORIDE 
BRAND OF PHENYLEPHRINE HYDROCHLCRIDE 


colds, sinusitis 


neo-synephrine is 

prompt and prolonged in its decongestive action, 
effective on repeated application 

virtually nonirritating 

nonstimulating to central nervous system 

Supplied in 4% solution plain and aromatic, | oz. bottles. 


Also 1% solution (when greater concentration 1s required), 1 oz. bottles, 
and %% water soluble jelly. % oz 


NEO-SYNEPHRINE, TRADEMARK REG. U.S & CANADA 
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Winosor, ONT. 


Ciba 
Presents 


A New Advance 
in Sulfonamide Safety ... 


ELKOSIN 


BRAND OF SULFADIMETINE 


@ Remarkably low incidence of side effects—less than 5% 


® Lowest acetylation yet reported—less than 10% in blood 


New improved solubility 
Bottles of 100 and 1000. 


@ Renal complications rare—alkalis not needed 
@ High, sustained blood levels 
WIDE ANTIBACTERIAL SPECTRUM 


Ciba PHARMACEUTICAL PRODUCTS, INC. SUMMIT, N. J. 2-1690M 
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